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ADVERTISEMENTS 


s 


He needs his muscles working properly— 
when they aren’t, he needs 


How to use 


Lrancopal: 
in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis ), bur- 
sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 
postoperative muscle spasm. Tran- 
copal is available in 200 mg. Caplets® 
(green colored, scored) and in 100 
mg. Caplets (peach colored, scored), 
bottles of 100. 


Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 
three or four times daily. 


iithnop LABORATORIES 
New York 18,N.Y. 
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“special-purpose” therapy | 


in allergic and inflammatory dermatoses 


Triamcinolone LEDERLE 
UNSURPASSED “GENERAL-PURPOSE” STEROID OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in inflammatory and allergic dermatoses. 


But ARISTOCORT has also opened up new areas of therapy for selected patients 
who could otherwise not be given corticosteroids. 


for example: 
SPECIAL PROBLEM: EDEMA DUE TO SODIUM AND WATER RETENTION 


In patients with edema induced by the earlier corticosteroids or from other 
causes, diuresis and sodium loss often occurs with triamcinolone. (Fernandez- 
Herlihy, L.: M. Clin. North America 44:509 [Mar.] 1960.) 


SPECIAL PROBLEM: APPETITE STIMULATION AND WEIGHT GAIN 
In contrast to the heightened craving for food sometimes seen with other corti- 
costeroid compounds, appetite was unaffected by triamcinolone. (Cahn, M. M., 
and Levy, E. J.: Am. Pract. & Digest Treat. 10:993 [June] 1959.) 


SPECIAL PROBLEM: HYPERTENSION 
When ARISTOCORT was given to patients with dermatologic disorders for long 
periods, there were no significant changes in blood pressure. (Kanof, N. B.; 
Blau, S.; Fleischmajer, R., and Meister, B.: A.M.A. Arch. Dermat. 79:631 
[June] 1959.) 


SPECIAL PROBLEM: PSYCHIC STIMULATION AND INSOMNIA 
Ideally, corticosteroid therapy ought not to add to the psychic component in 
dermatologic disorders, nor induce insomnia which will intensify the patient’s 
ri : itching and irritation. ARISTOCORT Triamcinolone has been singled out for its 
ia remarkably low incidence of psychic irritation and insomnia. (McGavack, T. H.: 
4 Nebraska M. J. 44:377 [Aug.] 1959; Freyberg, R. H.; Berntsen, C. A., Jr., and 
} Hellman, L.: Arthritis & Rheumatism 1:215 [June] 1958.) 


SPECIAL PROBLEM: SEVERE CARDIAC DISEASE 
Elderly patients with pulmonary emphysema due to impending heart failure 
who required corticosteroid therapy showed that triamcinolone could be 
employed with benefit and relative safety. (McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Se. 236:720 [Dec.] 
1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic and inflamma- 
tory dermatoses, dosage should be individualized and kept at the lowest levei needed 
to control symptoms. Dosage should not exceed 36 mg. daily without potassium sup- 
plementation. Drug should not be withdrawn abruptly. Contraindicated in herpes 
simplex and chicken pox. 

Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; 16 mg. (white). 

Also available—syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department, 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear] River, N. Y. 
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ADVERTISEMENTS 


when allergies separate a man from his werk... 


Florists may develop allergies to flowers, insecticides and 


Holland bulbs... housewives to dust and soap... farmers to 
pollens and molds. All types of allergies — occupational, 
seasonal or occasional reactions to foods and drugs — respond 
to Dimetane. With Dimetane most patients become symp- 
tom free and stay alert, and on the job, for Dimetane works 
... with a significantly lower incidence’ of the annoying side 
effects usually associated with antihistaminic therapy. 


] maleate 


rellably relieve the symptoms...seldom affect alertness 


Supplied: pnzetane Extentabs®—12 mg. pimeTaNe Tablets— 
4 mg. © pImETANE Elixir—2 mg./5 cc. 

Dosage: Extentabs: Adults—One Extentab q. 8-12 h. or twice 
daily. Children over 6—one Extentab q. 12 h. Tablets: Adults— 
One or two tablets three or four times daily. Children over 6— 
one tablet t.i.d. or q.id. Children 3-6—¥ tablet t.id. Elixir: 
Adults—2-4 teaspoonfuls t.i.d. Children over 6—2 teaspoonfuls 
t.id. or q.id. Children 3-6—1 teaspoonful t.i.d. Children under 
3—0.5 cc. (0.2 mg.) per pound of body weight per 24 hours. 
Side Effects: puwetane is usually well tolerated. Occasional 
mild drowsiness may be encountered. If desired, this may be 


offset by small doses of methamphetamine. Until known that the ...SEEKING TOMORROW'S WITH PERSISTENCE 


patient does not become drowsy, he should be cautioned against 
engaging in mechanical operations which require alertness. 
Contraindications: Sensitivity to antihistamines. Also Available: 
Dimetane-Ten Injectable (10 mg./cc.) or Dimetane-100 Inject- 
able (100 mg./cc.) 

References: 1. Lineback, M.: The Eye, Ear, Nose and Throat Monthly 
39:342 (April) 1960. 2. Fuchs, A. M. and Maurer, M. L.: New York J. Med. 
59:3060 (August 15) 1959. 8. Kreindler, L. et al.: Antibiotic Med. and Clin. 
Therapy 6:28 (January) 1959. 4. Schiller, I. W. and Lowell, F. C.: New 
England J. Med. 261:478 (September 3) 1959. 5. Edmonds, J. T.: The 
Laryngoscope 69:1213 (September) 1959. 6. Horstman, ree 

H. A.: Am. Pract. & Digest Treat. 10:96 (January) 1959. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
MAKING TODAY'S MEDICINES WITH INTEGRITY 


8 
CONTINUOUS 10-12 HOUR ACTION 
| D eta ‘Extentabs 
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SUCCESSFUL FAMILY 
PLANNING....BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


The new baby is beautiful, but his arrival raises some problems in family planning on which the mother 
will need help — your help. What you counsel or suggest to her may determine the family’s happiness 
for many years to come. When she comes in to see you for her routine postnatal check-up, you have an. 
ideal opportunity to counsel her and answer her questions. It’s also an ideal time to recommend the use of 


Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, the mean diffu- 
sion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies, according to Gamble (“Spermicidal 
Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C.J.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960. See also Berberian, D.A., and Slighter, R.G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Kaufman, S.A.: Obst. and Gynec. 15:401 (March) 1960; Warner, M.P.: J.Am.M. Women’s A. 
14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH <i> Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio © BREON LABORATORIES INC., New York 18, N. Y. 
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LIFTS 
DEPRESSION 
CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient — they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


2 


WALLACE LABORATORIES / Cranbury, N. J. 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCI} and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 
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Mayo Clinic Diet Manual 


New (3rd) Edition!—Latest Information on Standard Diets Proven in Practice 


The Mayo Clinic Dietetic Committee has spared 
no effort to make this revision as complete and as 
accurate as possible. It clearly reflects the ad- 
vances in food, vitamin and current dietary Poe 
tice that have been incorporated into Mayo Clinic 
procedure. Once you have established that your 
patient needs a special diet, you can turn to this 
manual for all the information you'll need to pre- 
scribe it. Each diet can be adjusted easily to the 
requirements of individual patients. There is a 
general description and a short discussion of the 
adequacy of each diet, with a chart showing types 


White—Clinical Disturbances 
of Renal Function 


New!—Clarifies management problems 


In this clear and logically organized new book, Dr. 
White offers a thorough description of the major 
problems in understanding and managing kidney 
disease. He illuminates every possible avenue that 
will help you answer three pressing questions: 
1) Is the patient suffering from renal dysfunction? 
2) What is the exact nature of the malfunction- 
ing? 3) What can be done to alleviate or correct 
the condition? 


The author shows how renal malfunction affects 
other body systems and what physicians in various 
disciplines should know about kidney disease. The 
bulk of the book deals with specific disorders— 
their signs, symptoms and management. You'll 
find sound advice on: Renal function in gout— 
Inborn errors of renal (tubular) metabolism— 
Renal cortical necrosis— Hypertension and renal 
dysfunction— Acute renal failure—Neuropsychi- 
atric aspects of renal dysfunction—Effect of age 
on renal function—Therapeutic use of water and 
electrolytes. 


By AspranaM G. WuiTE, M.D., F.A.C.P., Associate Visitin 
Physician and Chief of the Renal Disease Clinic, Queens Hospita 
Center, Jamaica, N.Y. 468 pages, 6!4"x91’, illus. $10.50. New! 


Order Today fro 


Name 


West Washington Square 
Please send me the following books and charge my account: 
O Mayo Clinic Diet Manual, about $5.50 
(] White’s Clinical Disturbances of Renal Function, $10.50 
0 Rubin’s Thoracic Diseases, about $20.00 


of food to be included and excluded in each pro- 
gram. Another chart shows the approximate 
composition. 

Among the important changes for this New (3rd) 
Edition you'll find: New information on the low 
cholesterol diet for atherosclerotic disease —Re- 
visions in the sections on vitamins and other food 
supplements—Inclusion of the new height-weight 
tables—The diets for children now accompany 
those for adults, for each condition. 


By the CommITTEE ON DIETETICS OF THE Mayo Cuiinic. About 
276 pages, 6’x914", wire binding. About $5.50.—Just Ready! 


New (3rd) Edition 
Rubin— 
Thoracic Diseases 


New!—Emphasizes Cardiopulmonary Relations 


This volume gives you an immediately useful guide 
to diagnosis and therapy of thoracic disorders, 
both medical and surgical. Coverage embraces a 
host of management problems relating to diseases 
of the lungs, pleura, mediastinum and chest wall. 
The entire presentation emphasizes and integrates 
important cardiopulmonary relationships. 


You'll find: Hundreds of brilliantly clear x-ray 
films to aid you in radiologic diagnosis — Explana- 
tions of specialized procedures such as cardiac 
catheterization —Practical discussions of hyaline 
membrane disease, aspiration pneumonia, throm- 
boembolism, pulmonary embolism, pulmonary in- 
farction. Mycotic diseases of lung and carcinoma 
of the lung are discussed with extreme clarity. 
Helpful material on thoracic diseases in the young 
and on perinatal respiratory diseases delineate 
valuable pediatric aspects. 


By Eur H. Rusin, M.D., Professor of Clinical Medicine; and 

orRIS RusBin, M.D., Assistant Clinical Professor, Thoracic 
Surgery, Albert Einstein College of Medicine, Yeshiva Univer- 
sity, N.Y.; in Association with George C. Leiner, M.D. and 
Doris J. W. Escher, M.D. About 864 pages, 7’x10", with 400 
illustrations, some in color. About $20.00 New—Just Ready! 


W. B. SAUNDERS COMPANY 


Philadelphia 5 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


—_ _ o rea 


Vitamin A ....... 25,000 U.S.P. Units 
ViemmD........1000U BF. Unis 
Thiamine Mononitrate. .........10mg. 
Niacinamide ....... 100mg} 
Pyridoxine Hydrochloride ........ Smg. | 


Squibb Quality—the Priceless Ingredient 


Ksaua” ‘Theragran’® is a Squibb trademark 
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@@utrition...present as a modifying or complicat- 
ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


4 
disease. a 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council.* 52°" Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


de generative dise ASES “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


e 9? 
American adult.’ 6. Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philadelphia, 1954, p. 264. 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7, gotasmith, 6 a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.” 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


‘FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 


rarely sensitize... 


give decisive bactericidal action 
for most every topical indication 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 
ical bacteria. 


brand Ointment 


brand Antibiotic Ointment 


brand Antibiotic Ointment 


Broad-spectrum antibac- 
terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 
efits of hydrocortisone. 


A basic antibiotic com- | 
bination with proven! 
effectiveness for the} 
topical control of gram 
positive and gram-nega 
tive organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate — 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
% oz. and % oz. in oe and % oz. oz. (with 
(with ophthalmic tip) ( ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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THESE 36 000 Heart disease, cancer, mental illness — everyone knows 
’ 


the nation’s three major medical problems. Do you 


| PEOPLE IN know that alcoholism ranks fourth? In the state of 


Kansas there are at least 36,000 alcoholics. These 
K ANS AS NEED people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 


tion than the physician who enjoys the confidence of 
MEDICAL HELP the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, awakens the patient’s desire for solid 
food and helps to control withdrawal symptoms. The 
complications of chronic alcoholism, including hallu- 
cinations and delirium tremens, can often be alleviated 
with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available. 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 
RO Cc H E 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


3} LABORATORIES Division of Hoffmann-La Roche Inc. 
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16 ADVERTISEMENTS 


Tareyton delivers the flavor... 


THE TAREYTON RING 
MARKS THE REAL THING! 


Here’s one filter cigarette that’s really different! 


The difference is this: Tareyton’s Dual Filter gives you a 
unique inner filter of ACTIVATED CHARCOAL, definitely proved to 
make the taste of a cigarette mild and smooth. It works together with 
a pure white outer filter—to balance the flavor elements in the smoke. 


Pure white 
outer filter 


Tareyton delivers—and you enjoy—the best taste of the best tobaccos. 


pu rarer LAN CV fon 


Product of She American Jobacco Company —"Sobaceo is our middle name” ©4. 7.00, 


| CHARCOAL 


inner filter 


| 
ACTIVATED 
4 


just a spray away...for soothing, ; 
cooling relief in allergic and inflammatory dermatoses 


prednisolone topical 


topical “‘Meti’” steroid benefits 


in a fast and direct form ff 


e reduces itching and burning on contact 

e rapidly clears inflammatory edema... 
promotes healing 

e “reaches” all areas... leaves no residue 


available in 50 Gm. and 150 Gm. spray 
containers with or without neomycin; 
10 Gm. and 25 Gm. tubes of cream; 

10 Gm. and 25 Gm. tubes of ointment 
with neomycin. 


For complete details, consult latest 

Schering literature available from 

your Schering Representative or 

Medical Services Department, 

Schering Corporation, Bloomfield, New Jersey. 
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RESTORE 
VITALITY... to"the under-par child”* 


comprehensive liquid hematinic 


e corrects iron deficiency | 
» restores healthy appetite | 
¢ helps promote normal growth 


* underweight, easily fatigued, anorexic—due to 
mild anemia 

Each 5-cc. teaspoonful provides: 

Ferrous Sulfate (equivalent to 


20mg. ofiron). ....... .100 mg. 
Thiamine Hydrochloride 

Riboflavin (Vitamin B:). .... . 1 mg. 
Pyridoxine Hydrochloride 

0.5 mg. 
Vitamin B,. Crystalline... ... 5 mcg. 
Pantothenic Acid (as d-Panthenol) . 1 mg. 
5 mg. 
Ascorbic Acid (Vitamin C). .... 35 mg. 


Alcohol, 2 percent. | 


Usual dosage: 
Infants and children—1/2 to 1 teaspoonful (pref- 
erably at mealtime) one to three times 
daily. 
Adults—1 to 2 teaspoonfuls  igaaetae at meal- 
time) three times daily. 


Zentron™ (iron, vitamin B complex, and vitamin C, Lilly) 


{ Lilly 
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Scientific 
ARTICLES 


Infectious Hepatitis in Pregnancy 


. . . usually due to infectious hepatitis 
. . . relatively uncommon, but not rare... 


MAHLON DELP, M.D., ROBERT MANNING, M.D., and 


ROBERT WEBER, M.D.,* Kansas City 


FoR MANY YEARS PHYSICIANS and all others too fre- 
quently attribute directly or through devious ration- 
alization every illness of the pregnant woman to the 
pregnancy itself. For centuries pregnancy has seem- 
ingly been considered a capricious curse whose myriad 
manifestations must be borne unquestioningly, no 
matter how quaint, curious or outlandish. More com- 
plete knowledge of physiology has brought the reali- 
zation that there are fewer and fewer disease entities 
which can be claimed unique to pregnancy. In some, 
it is true that the peculiar demands of normal preg- 
nancy may alter disease manifestations, progress or 
even prognosis for certain ailments common to the 
pregnant and nonpregnant woman. Only within the 
past ten years have we discarded the entity “acute 
yellow atrophy’’ as such and particularly its claim 
for unique status in pregnancy; it has been disclosed 
as simply a virulent fulminant form of infectious 
hepatitis. 

The lag in knowledge of the important place the 
liver plays in human bodily economy and our amaz- 
ing ignorance of infectious hepatitis until recently 
have helped to perpetuate much of the medical folk- 
lore concerning jaundice. Singularly so has been 
jaundice in pregnancy. But of late diseases of the 
liver and the usual attendant jaundice found in the 
occasional pregnant patient are being considered in 


* From the Department of Medicine, University of Kansas 
School of Medicine. 


a rational scientific manner, as is heart disease and 
pregnancy, freed of the implication that pregnancy 
imposes a distinctly etiological feature to the symptom 
complexes. 


Jaundice in pregnancy is usually due 
to infectious hepatitis. The normal liver 
in the nonpregnant woman is also nor- 
mal during her pregnancy and tolerates 
disease well. 

Infectious hepatitis does show affinity 
for the third trimester of pregnancy. 
Aside from the hazards of prematurity, 
the child fares well. As yet, no evidence 
exists to substantiate worry over organo- 
genetic marking of the child. 


Analysis of a given medical problem concerning 
the pregnant woman does impose certain additional 
areas of consideration for the student or physician. 
For instance, an infectious disease in the pregnant 
woman has the potential of (1) producing serious 
illness in the mother, (2) interruption of the preg- 
nancy, (3) destruction of the fetus, (3a) transmis- 
sion of the disease to the baby, or (4) permanently 
marking the baby with congenital defects. The real 
dangers to mother and child, plus the emotionalism 
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surrounding the problem of the ill and expectant 
mother, make the physician’s responsibility seem al- 
most too heavy at times. All such matters have a 
place in a discussion of infectious hepatitis in preg- 
nancy. 


The Liver in Pregnancy 


In order to avoid superficiality, a few comments 
bearing upon this matter are apt. There are no docu- 
mented derangements of liver function charged solely 
to pregnancy. A slight rise in alkaline phosphatase 
and an even greater increase in the serum levels of 
other enzymes utilized in various batteries of liver 
function tests are the only values altered in pregnancy. 

Histologic studies from liver punch biopsies done 
on pregnant women show no abnormality.1 

The estimated hepatic blood flow (EHBF) is not 
altered ; although pregnancy itself is normally accom- 
panied by an increase in blood volume so that the 
EHBF percentage of total blood volume is somewhat 
decreased, particularly late in pregnancy when the 
increase in total blood volume is greatest.* 

Spider nevi and liver palms are frequently striking 
physical signs noted in liver disease as well as in 
pregnancy. Perhaps in both situations these features 
are due to excessive circulating estrogens, physio- 
logical and normal in pregnancy but not so in liver 
disease. 

Even though it seems that pregnancy does not im- 
pose more than physiological demands upon the liver, 
we cannot summarily dismiss the possibility that cer- 
tain physiological alterations unique to pregnancy 
may adversely affect the liver injured by any of the 
numerous noxious agents capable of such. 


Viral Hepatitis 


This disease may be defined as a systemic illness 
having distinctive hepatic lesions caused by hepatoxic 
viruses which have not yet been satisfactorily identi- 
fied. In America there is a popular belief in the exist- 
ence of two viruses designated as virus A and B. 
The clinical syndromes associated with these viruses 
have been variously termed I. H. Hepatitis, S. H. 
Hepatitis, infectious hepatitis, homologus serum jaun- 
dice and needle hepatitis. 

It is not the purpose of this discussion to elaborate 
upon the general features of infectious hepatitis but 
to examine more closely the problem in pregnancy. 
Thousands of articles dealing with hepatitis have 
been published during the past twenty years, but few 
treat the more restricted group of pregnant women. 
We may infer from this that it is relatively less com- 
mon and perhaps rarely serious. 

Evidence exists, both clinical and experimental, 
that certain viruses can pass from the material circula- 
tion through the placenta and infect the fetus in 


utero. This is true in vaccinia, chicken-pox, and mea- 
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sles, but has not been demonstrated in poliomyelitis. 
Zonde and Bromberg observed 29 women with hepa- 
titis during pregnancy without observing hepatitis in 
any of the babies.* In two cases, delivery occurred at 
the beginning of the ninth month of pregnancy 
shortly before hepatic coma and death; and the 
infants in both, although premature, were normal. 
Hsia, Taylor and Gillis also observed a group of 
women with known infectious hepatitis during preg- 
nancy and were unable to find any evidence of hepa- 
titis in their offspring.* This has also been our experi- 
ence, even though the mother is jaundiced at the time 
of delivery. It appears that transplacental transmission 
of infectious hepatitis virus is quite rare. 

Hepatitis, however, has been observed in new-born 
infants. In one series of 12 cases reported by Stokes 
and his associates, it was possible to transmit the dis- 
ease to human volunteers from the blood of both a 
baby and his mother.® In another instance, a mother 
gave birth to three successive infants who died of 
hepatitis. It is likely that she was an asymptomatic 
carrier of serum hepatitis virus. These reports would 
suggest a variation in the transplacental transmission 
of infectious hepatitis virus and serum hepatitis virus, 
but further evidence is necessary before any conclu- 
sion should be made. 

There is evidence to indicate an increased incidence 
of infectious hepatitis during the latter months of 
pregnancy. This probably occurs because of greater 
susceptibility during this period and, consequently, 
more obvious clinical manifestations. Infectious hepa- 
titis and poliomyelitis have similar epidemiological 
characteristics. The majority of the patients with each 
infection are not recognized because the diagnosis is 
not suspected until jaundice or paralysis is apparent. 
The increased frequency of severe paralytic complica- 
tions of poliomyelitis during pregnancy is paralleled 
by the frequency of jaundice in the pregnant patient 
with infectious hepatitis. The apparent decreased inci- 
dence during the first half of pregnancy is most likely 
the result of more nonicteric cases. 

Predisposing factors, such as needle punctures and 
possibly close association with youngsters, are greater 
in the pregnant female and are also responsible for 
the increased incidence of viral hepatitis in preganacy. 


Differential Diagnosis 


Signs and symptoms of infectious hepatitis are no 
different in the pregnant female than in the non- 
pregnant. Initial symptoms and signs are usually those 
of anorexia, nausea, vomiting, dark urine, and pos- 
sibly clay-colored stools. If in early pregnancy nausea 
is present, one of the earliest manifestations may be 
confused. Jaundice usually appears within the first 
week of symptoms and is quite often associated in its 
appearance with an amelioration of the gestrointes- 
tinal symptoms. Itching of the skin is not regularly 
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seen. Fever is not often high nor a significant feature. 
Pain is usually slight and frequently is manifested 
only by vague upper right quadran* tenderness secon- 
dary to swelling of the liver. A palpably enlarged 
liver is difficult to discover late in pregnancy and like- 
wise splenic enlargement is often obscured. Percus- 
sion of the liver, however, is usually possible and in 
the fulminant disease with acute massive necrosis of 
the liver, decreased liver dullness to percussion may 
be an ominous sign. 

Gastrointestinal symptoms of anorexia, nausea, and 
vomiting coming on insidiously are very suggestive 
of infectious hepatitis and parenchymal liver cell 
damage. Confirmation of this suspicion is usually re- 
vealed in the liver function tests showing moderate 
elevation of the serum bilirubin, normal alkaline 
phosphatase, positive cephalin cholesterol, floccula- 
tion, decreased cholesterol and esters, increased 
SGOT, SGPT, and increased serum iron. It should, 
however, be stated categorically that hepatitis may be 
so mild that no abnormality of any of such tests may 
be noted. 

Obstructive jaundice is classically heralded by gall- 
stone colic in the childbearing female. Its characteris- 
tic clinical format is well known. Liver function tests 
here will show elevation of the serum bilirubin, eleva- 
tion of alkaline phosphatase, elevation of the serum 
cholesterol and normal cephalin cholesterol, SGOT, 
SGPT, and serum iron. Gallbladder visualization 
likely will be helpful at some stage in the examination 
of the case with calculous obstruction. 

Hemolytic processes giving jaundice in the female 
are uncommon and usually surrounded with quite 
dissimilar clinical features. The decreasing red blood 
count, high indirect serum bilirubin, reticulocytosis 
and dramatically increased fecal urobilinogen will 
differentiate this entity from infectious hepatitis. 

We must still deal with an entity “recurrent jaun- 
dice of pregnancy” recently described by Svanborg 
and Ahlsson® and felt to be uniquely related to preg- 
nancy. The unusual features are than it occurs and 
recurs in the same pregnant females; it has clinical 
signs and liver function values similar to those seen 
in extrahepatic or intrahepatic obstructive jaundice 
as might be seen with impacted stone or chlorproma- 
zine jaundice. Its clinical background lacks elucida- 
tion. 


Case Reports 


CASE I, E. T. Hospital No. 50-469. A 37-year-old 
white gravida VII para VI was admitted to K.U.M.C. 
November 19, 1951 in labor and ten hours later spon- 
taneously delivered single-ovum female twins weigh- 
ing 3000 and 2970 grams respectively. Both were 
quite normal. Upon entrance the patient was com- 
plaining of headache, fever, and cough of one week's 
duration. There were no gastrointestinal symptoms. 


The patient had fever of 102.2° F. The liver was 
enlarged downward five centimeters and was quite 
tender. Two days following delivery the patient was 
clearly jaundiced. The spleen was not palpable. A 
liver punch biopsy confirmed the impression of dam- 
age compatible with infectious hepatitis. At strict 
bed rest the patient slowly improved and was dis- 
missed on January 9, 1952. The twins at follow-up 
have remained normal, as has the mother. 

Comment: This case of infectious hepatitis in preg- 
nancy went unrecognized until two days following 
delivery, even though symptoms began a week prior 
to the onset of labor. Though the children were born 
during the mother’s most infectious stage of her ill- 
ness, neither contracted the disease. 

CASE II, L. S. Hospital No. 52-2857. A 30-year- 
old white female gravida VI Para V was admitted to 
K.U.M.C. March 19, 1952 complaining of jaundice 
and a skin rash. Three weeks prior to admission the 
patient developed a respiratory infection associated 
with cough, fever, malaise and loss of appetite. One 
week prior to arrival at the hospital generalized mild 
urticaria developed and three days later jaundice ap- 
peared. Anorexia persisted and became associated 
with nausea and diarrhea. The patient was referred 
to the hospital with abdominal cramps thought to be 
uterine contractions. There was icterus of the sclera, 
skin and mucous membranes. The liver was not pal- 
pated and no tenderness was noted. The spleen was 
not palpable. An erythematous papular rash, in ad- 
dition to many scratch marks, was noted over the 
arms. At bed rest and on a high carbohydrate diet the 
patient improved rapidly. Seven days after admission 
the patient delivered spontaneously a normal male 
infant of 2975 grams after a labor of less than two 
hours. 

Comment: The early symptoms of this patient's 
infectious hepatitis were somewhat more severe but 
subsided very satisfactorily. 

CASE III, V. R. Hospital No. 51-32150. This pa- 
tient was admitted to K.U.M.C. on July 6, 1954 on 
the Surgical Service for resection of a lung abscess 
for which she had received continuous treatment from 
February of 1954. At the time of admission, in ad- 
dition to complaint of cough and fever, the patient 
reported that she had, within the previous several 
days, developed nausea, vomiting and dark urine. She 
also reported that she had missed her last menstrual 
period. Physical examination revealed a fever of 99.6° 
F. She clearly had icterus of the sclera, the skin and 
the mucous membranes. The liver was palpable and 
tender four fingerbreadths below the right costal mar- 
gin. The spleen was not palpable. Aside from the 
chest findings, the remainder of the physical examina- 
tion was normal. Subsequent examination by the gyne- 
cologist revealed that the patient was pregnant. The 
patient remained in the hospital on the medical serv- 
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ice until July 31, 1954, being treated for infectious 
hepatitis. Her recovery was rapid. Subsequently the 
patient was re-admitted for resection of the lung ab- 
scess; but once more, because of the pregnancy, was 
dismissed from the hospital and her child was de- 
livered at another institution. This labor was unevent- 
ful and the child was perfectly normal. 

Comment: This patient, of course, had received 
innumerable injections for treatment of her lung 
abscess and had ample opportunity to become in- 
fected. It seems very clear that she did have a serum 
hepatitis of only moderate severity. Of additional 
interest is the fact that this patient returned to 
K.U.M.C. on November 28, 1956 with a tubal preg- 
nancy and was successfully operated. 

CASE IV, G. D. Hospital No. 57-2056. A 17-year- 
old white female, gravida II para I was admitted to 
K.U.M.C. on May 8, 1958 with a chief complaint of 
nausea and vomiting. The expected date of delivery 
was June 8, 1958. The prenatal course had been 
negative except for vomiting during the first four 
months of pregnancy. Forty-eight hours prior to ad- 
mission the patient had developed backache, chills, 
fever, nausea and vomiting. Ske felt that there had 
been some increase in darkness of the urine during 
the previous 24 hours. The ternperature was normal. 
There was very mild icterus of the sclera. The liver 
and the spleen were not palapable. At bed rest the 
patient’s symptoms cleared promptly. During her hos- 


pitalization it was learned that the patient’s husband 
was also jaundiced and under treatment for acute 
infectious hepatitis. After thirteen days of hospital- 
ization the patient was dismissed. On July 25, 1958 
she was re-admitted in labor and spontaneously de- 
livered a 3785 gram female infant who was normal 
in all respects. The patient was dismissed from the 
hospital on July 29, 1958. Both she and the child 
remained normal. 

Comment: A contact source for this mild infectious 
hepatitis was revealed in the history. 

CASE V, E. T. Hospital No. 58-7079. This 23- 
year-old colored female, gravida III, para II was ad- 
mitted to K.U.M.C. on July 30, 1958 after having 
made only one prenatal visit. She was in labor at the 
time of admission and after three hours delivered 
spontaneously a 3150 gram male infant. The child 
appeared perfectly normal at the time of delivery and 
at the 24-hour examination. By the end of 48 hours 
this child was markedly jaundiced and remained in 
the hospital until September 4, 1958. Exhaustive stud- 
ies and a prolonged period of observation resulted 
in a diagnosis of probable serum hepatitis in this 
infant delivered of a mother who was completely free 
of any signs or symptoms which might have sug- 
gested infectious hepatitis. Aside from the evidence 
of hepatitis which the infant had, there was no other 
abnormality. Recovery was complete and follow-up 
reveals the child subsequently to be normal. 


OBSTETRIC DATA 


Patient Age Gravida Para Abortion Deaths 


Premature Duration Stage OP Infant 


PTA Gestation Delivery Weight Comments 


1 38 14 9 3 1 
2(N) 29 3 1 1 
3 30 7 6 
3 2 
ogy 3 2 

6 16 2 1 

7(N) 18 1 0 
7 5 1 
2 1 
10(N) 18 3 2 
11(N) 20 2 1 


lw om FT 3000 
2970 Twins 
lw 2m 8m 2865 
5d 8+ 8+ 2975 
2w 8 2560 
0 9 FT 3150 Infant 
Jaundiced 
2w 7+ 7+ 2300 
lw 7+ 8+ 3095 
lw 7 7 1900 ‘Patient 
Expired 
lw 9 FT 3785 
lw 3010 Hemolytic 
Disease 
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DISEASE DATA 


Patient JAUNDICE ENLARGED ENLARGED FEVER NAUSEA VOMITING DIARRHEA ACHING DYSURIA COMA 


Symptoms 


Signs 
LIVER SPLEEN 

+ + + 

y + + 

3 + 

4 + 

5 = = 

6 + + 

7 + 

8 Ascites + 

9 + + 
10 + 
11 + + + + 
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Comment: Only the child’s illness, which was 
studied thoroughly, revealed the probable presence 
of a subclinical infection in the mother. 

CASE VI, E. A. Hospital No. 57-11222. This 21- 
year-old Mexican female, gravida III para II was 
admitted to K.U.M.C. on August 15, 1958 with the 
complaints of malaise, nausea and lower abdominal 
pain. She had noted dark urine on the day of hos- 
pitalization. The patient was not aware of any fever 
and there had been no diarrhea. Epidemiological his- 
tory was negative. Physical findings were not remark- 
able, but the patient was mildly jaundiced. The tem- 
perature was normal. The liver and spleen were not 
palpable. There was very mild tenderness in the right 
upper quadrant. The patient was retained in the 
hospital at bed rest and under observation. On Sep- 
tember 1, 1958, the 257th day of gestation, the pa- 
tient delivered spontaneously a 2560 gram female 
infant. The child was perfectly normal in all respects. 
By September 9, 1958 the patient had completely 
recovered and was dismissed from the hospital. At 
this time the child remained quite normal. 

Comment: There seems little doubt that this pa- 
tient had a rather typical mild infectious hepatitis 
which terminated without complication. 

CASE VII, E. S. Hospital No. 58-11075. This 18- 
year-old female, gravida I para 0 in the seventh 
month of her pregnancy entered K.U.M.C. August 
25, 1958 complaining of jaundice, nausea and dark 
urine of seven days duration. She denied contact with 
other jaundiced individuals, injections, or medications 
which could be incriminated. Two months previously 
she had blood drawn for a serological test for syph- 


ilis. Examination revealed obvious icterus of the 
sclera. The temperature was normal. There was slight 
tenderness of the liver but it was not enlarged. The 
spleen was not palpable. On bed rest and liberal diet 
the patient rapidly lost her jaundice and was dis- 
missed on September 16, 1958. On October 16, 1958 
she was re-admitted in labor and within two hours 
spontaneously delivered a normal 3095 gram male 
infant. On this occasion all liver function tests were 
normal. 

Comment: This seems clearly a mild form of in- 
fectious hepatitis, although identification as the IH or 
SH variety was not possible. 

CASE VIII, W. D. Hospital No. 58-9003. A 16- 
year-old white female gravida II para I was admitted 
to K.U.M.C. August 28, 1958 complaining of diar- 
thea, clay-colored stools and dark urine of one week's 
duration. Her expected date of delivery was October 
21, 1958. The patient had felt unusually fatigued 
and lacked appetite but had no nausea or vomiting. 
A brother living with the patient had been ill two 
weeks and jaundiced one week. She had received no 
injections for one year. The patient was jaundiced. 
The liver and spleen were not palpable. On the sev- 
enth hospital day the patient spontaneously delivered 
a premature 2300 gram female child, otherwise nor- 
mal, after a two-hour labor. At bed rest and with a 
liberal carbohydrate diet the patient did well. She 
was dismissed on September 20, 1958. The follow-up 
of the mother and child revealed no untoward de- 
velopments. 

Comment: Although initially the mother was quite 
uncomfortable and her labor developed prematurely, 
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the course was benign. Here again it was possible to 
establish a contact with infectious hepatitis. 

CASE IX, M. R. Hospital No. 59-9947. This 34- 
year-old white female, gravida VI para VI was ad- 
mitted to K.U.M.C. July 6, 1959. During the seventh 
month of her pregnancy and three weeks prior to her 
admission here, the patient first noted an icteric tinge 
to the sclera along with mild but vague symptoms of 
nausea. She was immediately hospitalized in her 
local community and on the second day after hospital- 
ization spontaneously went into labor, delivering a 
2000 gram male infant. The child appeared prema- 
ture but normal and was non-jaundiced. Following 
delivery, the patient’s jaundice continued to deepen; 
however, she denied any major symptoms such as 
chills or fever. In fact, the patient admitted only a 
mild degree of indigestion and some tenderness in 
the upper right quadrant. Immediately following 
delivery the abdomen seemed to return to normal size 
but then quickly became distended. There was no 
history of contact with other jaundiced individuals 
and no history of medications nor injections which 
might have served as a source. Upon admission here 
the patient was markedly jaundiced and obviously 
had ascitic distention of the abdomen. The liver was 
not palpable. The spleen was not palpable. The blood 
pressure was 100/70. The pulse was 84 and regular. 
There was very slight pitting edema of the lower ex- 
tremities. Throughout hospitalization this patient pro- 
gressively deteriorated, with increasing jaundice, in- 
creasing ascites, oliguria, bleeding tendencies, and 
finally expired in hepatic coma 26 days after admis- 
sion. The infant, while premature, developed nor- 
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mally and had no evidence of jaundice nor stigmata 
of congenital defects one month after birth. 

Comment: This fairly typical care of fulminating 
acute infectious hepatitis would in the past have been 
called “‘acute yellow atrophy.’ The child is to date 
normal. 


Discussion 


As commented previously, extensive studies of the 
liver in pregnancy now reveal no real evidence of 
disturbed anatomy nor physiology that can be claimed 
as the sole result of the pregnancy in the normal 
female free of disease.1:2 There is, however, no in- 
herent immunity to infectious hepatitis related to 
pregnancy and the problem needs continued study. 
Ingerslev and Telium, long students of this specific 
problem, have reported observations on ninety-one 
cases of infectious hepatitis in pregnancy encountered 
over an eight-year period.? They noted a crude corre- 
lation between the incidence of hepatitis in pregnancy 
and the incidence in the general population for any 
given year. In this Danish series the pregnant woman 
was more liable to hepatitis in the third trimester and 
the course was mild. Only one of their patients died. 
Peretz and associates, reporting sixty-five cases from 
Israel, again noted a greater incidence when an epi- 
demic existed in the general population. They noted 
a greater incidence in the age group of mothers below 
24 years. The trimester of pregnancy in which the dis- 
ease usually appeared was the third trimester. Of the 
six deaths in this series, one died before delivery and 
five following delivery. All deaths occurred in the 
third trimester group, pointing up a repeated obser- 
vation now of the increased virulence of the process 


LABORATORY VALUES 


Patient TSB AP CCF & SA SG TC SI SGOT 
1 Ye 4.5 6.5 4+ 17 5.80 3.60 2.20 110 
2 8.0 4.6 4.4 4+ 5 6.40 4.20 2.20 140 173 
3 pi 3.6 4.8 0 3 5.20 3.72 1.568 294 174 
4 3.1 1.7 3.6 31- 7 6.15 2.70 3.45 151 44 
5 Not Done 
6 5.9 34 18 6.40 2.94 3.46 227 23 
7 19.6 11.6 33 4 18 4.81 1.60 3.21 86 81 
8 22.0 12.0 4.7 4} 10 5.20 J 2.05 113 
9 6.3 4.1 3.0 3+ 32 5.07 2.79 2.28 212 22 
10 1.5 0.7 2.2 tere: 3.29 3.94 269 70 85 
11 3.0 0.4 2.4 4 5.60 3.18 2.42 131 60 
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when related to or imminent to labor. Mickal, report- 
ing a series of fifteen cases in this country, noted in 
the group simple, mild infectious hepatitis in thirteen 
cases and two severe fulminant cases.® 

As with the mother, the prognosis for the child is 
good. In the Ingerslev-Telium series, the infant mor- 
tality was 15 per cent, chiefly because of the tendency 
to abort or go into premature labor.? In Peretz’ series 
there were five antepartum deaths, one intrapartum 
death, and three postpartum deaths due to prema- 
turity.6 Mickal reported one premature stillborn 
child.® In neither group was infection nor congenital 
marking observed in any of the survivors. 

Of recent years there has been much concern about 
the development of organogenetic defects in the child 
as a result of viral infections in the pregnant mother. 
In no disease instance, however, has this been estab- 
lished as did Gregg in the case of rubella.1° Siegel 
and Greenberg have, during 1959, reported as careful 
a study of this problem for a group of virus diseases 
as we have seen.1! They studied the effects upon 
pregnancy of rubella rubeola, chicken pox, mumps, 
poliomyelitis, and hepatitis. Out of those cases having 
hepatitis no deaths and no congenital deformities 
were observed. Mansell, observing two of his own 
cases and collecting nineteen from the literature, re- 
ported twenty-one cases of infectious hepatitis occur- 
ring in the first trimester of pregnancy.!? In these 
twenty-one cases, five infants showed congenital de- 
fects and three pregnancies ended in abortion. No 
doubt, many cases of infectious hepatitis have oc- 
curred during the first trimester of pregnancy; since 
they were mild and uncomplicated, they have gone 
undetected or unreported. A final opinion concerning 
the possible organogenetic damage relationship in 
this disease cannot be given. Retrospective studies are 
notoriously inaccurate. 

In our own small group of nine cases, one mother 
succumbed (case 9) in coma and manifesting severe 
hemorrhagic phenomena three weeks after sponta- 
neous but premature labor. She was the oldest patient 
in the group. All other patients had mild diseases, 
manifesting few symptoms other than jaundice. In- 
getslev and Telium have emphasized that many pa- 
tients will manifest little other than jaundice and 
may have even relatively normal liver function stud- 
ies.7 

In the group of nine here discussed, two babies 
were premature. One child developed well authenti- 
cated infectious hepatitis in the postnatal period, even 
though the mother showed no evidence of the disease. 

Of interest in our group is the fact that over a 
ten-year period from an obstetrical service delivering 
16,546 babies, only nine cases of infectious hepatitis 
occurred. Four of these cases were seen in a period 
of four months in 1958. 

Recognition of infectious hepatitis is dependent 


upon the usually required alertness in examination 
and follow-up with liver function tests. The serum 
transaminase values are probably of distinct superior- 
ity in sharpening suspicion when other tests are equiv- 
ocal. 

An internist may encounter resistance in comment- 
ing upon treatment or management of infectious 
hepatitis in pregnancy, as is true with many other 
diseases complicating pregnancy ; but certain remarks 
are noncontroversial. Prevention is certainly the real 
objective. Infectious hepatitis is an enteric infection. 
As with poliomyelitis, people living in houses with 
toilets delay acquisition of immunity and are more 
susceptible. The young are more susceptible. Contact 
with children and the many needlings which the 
expectant mother is subjected to suggest areas of 
caution. This disease is notoriously easy to transmit 
with the contaminated, improperly sterilized needle. 
In no situation is careful preventive technique against 
spread by inoculation so important because of the 
virus’s obscurity and toughness. 

The disease does, as with poliomyelitis, seem to 
have predilection for the pregnant woman in the 
last weeks of her pregnancy. It further seems to take 
on greater malignancy if present during labor. There 
is some evidence suggested by Ingersley and Telium 
that delivery speeds the clearing of jaundice.* These 
matters then suggest conservative management, since 
the disease is usually mild, at least until the fetus has 
reached 2500 grams. Then, if indicated, labor can 
be induced. If jaundice is developing rapidly, as 
might occur in a fulminate hepatitis, then labor prob- 
ably should be induced promptly. 

There is little to be gained with any form of medi- 
cation in the massive hepatic necrosis of the severe 
infectious hepatitis. Blood transfusions, intravenous 
glucose, glutamic acid, arginine hydrochloride, and 
steroids are all used alternately and in combination, 
but in our experience with discouragingly negative 
responses. 


Summary 


Jaundice in pregnancy is usually due to infectious 
hepatitis. It is a relatively uncommon but not rare 
disease which infrequently results seriously to the 
mother or child. The normal liver in the nonpregnant 
woman is also normal during her pregnancy and 
tolerates disease well. 

Infectious hepatitis does show affinity for the third 
trimester of pregnancy, vaguely suggesting a mo- 
mentary lapse in resistance, as seems true in polio- 
myelitis. Labor itself seemingly aggravates this lower- 
ing of the defense walls. Premature labor with pres- 
entation of a premature child is another apparently 
common occurrence. 

Aside from the hazards of prematurity, the child 


(Continued on page 292) 
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Urology of Childhood 


The Diagnosis and Treatment of Bladder 


JOHN D. FORET, M.D.,* Kansas City 


IN THE PAST TEN YEARS or so there has been an in- 
creasing awareness of obstructive lesions at the blad- 
der outlet in children. This often results in substan- 
tial changes in the urinary tract proximal to the point 
of obstruction, atid may indeed direct attention away 
from the primary problem. It seems obvious that, 
generally speaking, the sooner such an obstructing 
lesion is diagnosed and a proper program of treat- 
ment instituted, the less will be the incidence and 
severity of obstructive complications affecting the 
bladder and upper tracts. 

This paper concerns itself with 35 children with 
bladder neck obstruction treated at the Kansas Uni- 
versity Medical Center between January 1955 and 
June 1960. There were 12 boys and 23 girls in this 
gtoup. One additional patient underwent diagnostic 
studies but was returned to her home area for de- 
finitive treatment. All children with neurogenic ves- 
ical dysfunction have been excluded from this re- 
port. 

There are several entities which may produce 
bladder neck obstruction in children and a number 
of theories concerning their etiology, none of which 
seem applicable to all cases. Congenital urethral 
valves are seen infrequently and can be distinguished 
from other causes of bladder neck obstruction only 
by radiologic and endoscopic diagnostic procedures. 
Many of these children will demonstrate a definite 
fibrotic contracture in the area of the internal sphinc- 
ter. In other cases this is not obvious, but the con- 
sequences of obstruction as manifested by changes 
in the bladder and upper tracts speak for themselves. 
Bodian has found an abnormal submucosal fibroelas- 
tosis involving the entire posterior urethra in autop- 
sy studies conducted on several young boys. Swenson 
claims there is a defect of parasympathetic innerva- 
tion in some cases, and loosely equates the problem 
to Hirschsprung’s disease. While no aganglionic area 
has been conclusively demonstrated, this concept is 
difficult to disprove. Fibrosis may develop as a conse- 
quence of recurrent urethritis or by habitual infre- 
quent voiding. The concept of a ‘“megacystis syn- 
drome” has been widely discussed recently, but this 
seems a rather nebulous entity in which I feel there 
is some confusion between cause and effect. No at- 
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Neck Obstruction in Children 


tempt was made to separate such cases in the present 
series. 

The effects of bladder neck obstruction on other 
parts of the urinary tract are variable and rather un- 
predictable. In general, however, children seem less 
well able to compensate for such obstruction than 
elderly men with prostatism, and they seem much 
more prone to develop vesicoureteral reflux, hydro- 
nephrosis, and large dilated bladders. 


Bladder neck obstruction in children 
is fairly common, but a high index of 
suspicion and complete urologic evalua- 
tion are necessary to establish the diag- 
nosis. Retrograde cystography was our 
most informative single diagnostic study. 

We prefer open vesical neck plasty 
for repair of bladder neck obstruction 
in girls, but still utilize transurethral re- 
section as the method of choice in older 
boys. 


Symptoms 


The symptoms of bladder neck obstruction are 
variable and inconsistent, and some may escape no- 
tice unless one is particularly watchful. The problem 
is made more difficult by the fact that younger pa- 
tients are unable to express themselves and some 
time may go by before anyone realizes that some- 
thing is wrong. 

Frequency and dysuria are usually the earliest symp- 
toms, but often are not appreciated in younger chil- 
dren. Straining or a poor voiding stream likewise may 
make their appearance early in the course of the dis- 
ease, or may even be present from birth. Again, this 
is a symptom that can easily be missed by a mother 
who is not particularly observant. Enuresis and poor 
daytime control will sometimes lead to investigation, 
but this is not a cause for concern until the child is 
two or three years old. Even then, it may be treated 
as a behavior problem for some time before urologic 
evaluation is carried out. Infection, which is really 
a complication of the obstructive problem, is prob- 
ably the most common symptom leading to medical 
treatment. Here again, however, symptomatic treat- 
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ment is altogether too often employed without con- 
ducting a complete investigation. Hematuria may ac- 
company infection and in most cases does lead to 
investigation. Occasionally the finding of an abdom- 
inal mass may be the feature leading to evaluation. In 
the child who is so unfortunate as to fail to develop 
clinical sepsis early in the course of its disease, the 
presenting symptoms may be those of renal failure 
or associated hypertension and cardiac decompensa- 
tion. 

In our series sepsis was the most common primary 
symptom leading to evaluation, being seen in 16 
patients. Another six patients were evaluated because 
of persistent incontinence or enuresis. Three patients 
were seen because of frequency and dysuria, three 
with symptoms of renal failure, three because of an 
abdominal mass, two for hematuria, and one because 
of abdominal pain. Only one child was evaluated 
because of a poor stream. 

On further questioning, most patients were found 
to have more than one symptom, but no single symp- 
tom was seen in all patients. The detailed occurrence 
of symptoms appears in Table I. 


TABLE I 
SYMPTOMS 


Operated Cases Total 


Frequency, dysuria, etc. ........ 21 25 
Abdominal Mass ............. 3 4 
Abdominal’ Pain: 2 2 
Diagnosis 


The diagnosis of bladder neck obstruction in chil- 
dren is not difficult to make, but a complete urologic 
evaluation is necessary, as is a high index of suspi- 
cion. Urine analysis, urine culture, and blood nitro- 
gen studies are routine in such an evaluation, and 
while this information is important, it is also non- 
specific. Excretory pyelograms should be done in all 
cases unless contraindicated by a history of iodide 
sensitivity or by nitrogen retention. A normal pyelo- 
gram by no means excludes the diagnosis, and one 
must especially watch for subtle changes such as mild 
ureterectasis in the absence of hydronephrosis or 
chronic pyelonephritis. 

Determination of residual urine is a simple and 
worthwhile procedure, but must be carried out under 
aseptic conditions. Furthermore it is not always easy 
to get the child to void at the desired time. We feel 


that the consistent presence of more than 10 or 15 cc. 
of residual urine in the bladder is a distinctly ab- 
normal finding and is diagnostic of obstructive dis- 
ease in most cases. As is the case with excretory 
pyelograms, the absence of residual urine does not 
exclude the diagnosis. 

Although endoscopic examination should be done 
in all cases, I frequently find the information gained 
to be difficult to interpret. Especially in the female, 
visual obstruction is not always readily apparent and 
one must be very cautious in ruling out obstructive 
disease just because you can’t see it. Trabeculation, if 
present, implies bladder hypertrophy and is a re- 
liable finding indicating obstructive disease. Unfor- 
tunately, many patients apparently do not respond to 
obstructive disease by hypertrophy of the bladder as 
manifested by trabeculation, but instead their blad- 
ders decompensate early in the course of the disease 
and may be noted to be of large volume and poor 
tone at the time of endoscopy. A bladder diverticu- 
lum, if present, also speaks strongly for outlet ob- 
struction. 

Probably our most informative single study is 
the retrograde cystogram. This is best done with the 
patient awake and the bladder is allowed to fill by 
gravity. This is done by suspending a container filled 
with contrast medium about 15 cm. above the blad- 
der level and connecting it to an indwelling catheter. 
Films may be taken in the A-P and oblique projec- 
tions. Stewart has called attention to the value of 
delayed cystograms. At the conclusion of the study 
we attempt to secure a voiding film, since reflux may 
not occur until higher intravesical pressures are at- 
tained. With little children this is not always suc- 
cessful. The cystogram will demonstrate the volume 
and tone of the bladder, reveal trabeculation and 
diverticula, and, most important, may disclose the 
presence of vesicoureteral reflux. This is definitely 
an abnormal finding and is virtually diagnostic of 


TABLE II 
DIAGNOSTIC FINDINGS 


Operated Cases Total 


Nitrogen Retention ........... 4 8 
Abnormal Urine Analysis ..... 15 18 
Positive Urine Culture ........ 17 21 
Visual Obstruction ........... 16 18 
Enlarged Bladder ............ 20 25 
Hydronephrosis 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
} 
j | 
| 
| 
| 
: 
| | 
| 
| 
ea 
| 
| 
| 
| 
| 


258 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


bladder neck obstruction if present. If allowed to 
persist without modification, it almost invariably will 
lead to deterioration of the involved kidney. A post- 
voiding film may serve as an indirect and reasonably 
reliable determination of residual urine. A detailed 
list of findings in our series of patients is presented 
in Table II. 


Treatment 


In milder cases of bladder neck obstruction, con- 
servative treatment may be undertaken with rather 
indifferent expectations. This may consist of periodic 
dilation of the urethra and bladder neck, a high 
fluid intake, regular and frequent voiding habits, 
double voiding techniques, a program of perineal 
hygiene, and maintenance chemotherapy. Patients 
treated thusly must be followed closely and such 
treatment should be abandoned if there is no im- 
provement over a reasonable period of time. It should 
not be utilized if more than minimal objective chang- 
es are discovered when the patient is evaluated. Al- 
though a number of our patients were initially treated 
conservatively, only three patients have made a good 
response. The others all eventually underwent an 
operative procedure on the bladder neck. Our pres- 


Figure 1. Diagram of two methods of vesical neck 
plasty. (Above) Vertical incision and transverse closure. 
(Below) Y indision and V closure. 


ent feeling regarding conservative management is 
that one must be highly selective and that we can- 
not endorse its widespread use without considerable 
reservation. 

Transurethral resection is a sound procedure in 
some situations, but in many persons’ hands the re- 
sults have been disappointing. Especially in girls, 
the difficulty in accurately assessing the obstructing 
tissue has led us to virtually abandon the procedure. 
In boys, especially those of school age, the obstruct- 
ing tissue usually can be seen more adequately and 
transurethral resection remains our method of choice 
in these cases. This should always be done through a 
perineal urethrotomy to minimize the likelihood of 
urethral trauma leading to stricture formation. The 
exchange of a bladder neck obstruction for an urethral 
stricture is no bargain. 

In the past several years, accompanying our in- 
creasing awareness of the incidence of bladder neck 
obstruction in young children, we have more and 
more often utilized the retropubic approach for its 
correction. This method was first popularized by Lich 
and Burns, and later modified by Young and Bonnin. 
A Y-V type of plastic operation is performed (Fig. 
1.), widening the vesical outlet and shortening the 
posterior urethra. This should be accompanied by the 
removal of a generous wedge of the fibrous tissue 
at the posterior aspect of the bladder neck. We pre- 
fer to leave our patients on suprapubic drainage 
during their early postoperative course, and remove 
the cystotomy tube about the tenth postoperative day. 

Many authors have described operative procedures 
directed at the ureterovesical junction designed for 
the correction of reflux. This may be done simul- 
taneously with repair of the bladder neck, or as a 
separate procedure. As yet we have not utilized a 
procedure of this type, but it seems to be of definite 
merit in selected cases. One must keep in mind, 
however, that in many cases of mild degree, reflux 
will cease after correction of the outlet obstruction 
(Fig. 2). Attempts to correct reflux without prior 
or simultaneous relief of bladder neck obstruction are 
in general ill-conceived and fail to get at the primary 
problem. 

In a few cases, advanced renal disease or other 
complicating conditions virtually contraindicate de- 
finitive treatment and one must resort to prolonged 
drainage. In girls this can be done satisfactorily with 
an urethral catheter, but suprapubic drainage is to 
be preferred in boys in most instances. 


Results 


As previously mentioned, only three patients have 
done well on conservative management. Four other 
patients have not had a definitive procedure carried 
out, but have been treated by drainage only. Two of 
these were in profound renal insufficiency when first 
seen and subsequently expired in uremia. A third 
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Figure 2A. Preoperative excretory pyelogram. 


child was found to have a markedly distended bladder 
and moderate renal insufficiency at birth. She also 
has a severe congenital heart lesion and was felt 
to be too poor a risk for surgery. The fourth patient, 
in addition to chronic renal insufficiency, has severe 
hypertension and chronic congestive heart failure. 
Her prognosis was felt to be so poor that a definitive 
repair was not warranted. 

Ten patients had transurethral resection during the 
period covered by this report, including two patients 
who had previously had a retropubic procedure. 
Seven were boys and three were girls. Only two 
patients failed to improve. One of these, a girl, later 
underwent an open procedure and responded satis- 
factorily. The other patient had first been seen at the 
age of three months when an abdominal mass had 
been discovered on routine examination by his pedia- 
trician. Severe upper tract damage was found when 
he was evaluated and he was placed on suprapubic 
drainage in 1954. His renal function eventually sta- 
bilized but massive right hydronephrosis with reflux 
persisted. The left kidney has never functioned. 
Transurethral resection was carried out in June 1960, 
but he failed to void satisfactorily and has been re- 
placed on cystotomy drainage. Several other patients 
have had less than perfect results, but all have demon- 
strated subjective and objective improvement. Two 
boys still have rather poor control, and another has 


had transient pyuria. In no case has there been devel- 
opment or progression of upper tract damage. 

Twenty patients, eighteen of them girls, under- 
went retropubic vesical neck plasty. Seventeen have 
shown definite improvement and one other patient 
improved after she underwent transurethral resection 
of residual obstructing tissue. The two patients who 
failed to improve both had severe bladder and upper 
tract damage of long standing and had been on pro- 
longed drainage. In retrospect, the operative pro- 
cedures in all our failures were probably undertaken 
with more enthusiasm than good judgment. As in the 
transurethral group, not all the improved cases have 
had perfect outcomes. Several patients still have rather 
poor control, while a few others manifest intermit- 
tent pyuria and have required intermittent drug ther- 
apy. At least two patients still have demonstrable re- 
flux and may eventually require additional surgery. 
However, no patient has experienced development or 
progression of upper tract disease. 


Summary 

Bladder neck obstruction in children is fairly com- 
mon, but a high index of suspicion and complete 
urologic evaluation are necessary to establish the diag- 
nosis. 

Although no one symptom was seen in all patients, 
alterations in the voiding pattern and recurrent in- 
fection were seen most commonly. 


Figure 2B. Preoperative cystogram demonstrating reflux. 
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Figure 2C. Postoperative excretory pyelogram. 


Retrograde cystography was our most informative 
single diagnostic study. 

Persistent residual urine and vesicoureteral reflux 
are distinctly abnormal findings and strongly sug- 
gest obstructive uropathy. 

In general, we prefer open vesical neck plasty for 
repair of bladder neck obstruction in girls, but still 
utilize transurethral resection as the method of choice 
in older boys. We are not enthusiastic about con- 
servative management. 

Our failures were all in patients with far advanced 
disease. Definitive treatment should be carried out 
before extensive upper tract damage has occurred if 
at all possible. 
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Figure 2D. Postoperative cystogram. 
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Clinical Nutrition 


The Physician’s Concern 


Edited by ELIZABETH McCUNE, Associate Director* 


“CLINICAL NUTRITION is a speciality of medicine. It 
should be practiced by physicians and other allied 
personnel rather than by high pressure salesmen.’’! 
The general practitioner has as much responsibility 
in acquiring and making active use of his knowl- 
edge of nutrition as he does that of obstetrics, heart 
disease or atherosclerosis. 

The physician of 1961 must deal with a public 
that is overly nutrition conscious. For the most part, 
this public has been exposed to a large amount of 
nutrition information, much of it reliable but some 
of it misleading or absolutely false. Probably because 
of this confusing situation and the tendency to take 
the glamorous or easy “way out,” this public seems 
to lack the ability or initiative to make sound applica- 
tion of their nutrition knowledge. 

Since Biblical days of Adam and Eve, food has 
been associated with magical and superstitious prop- 
erties. Each generation has had its own variety, dis- 
carding some old ones and introducing new varia- 
tions. All of these beliefs tend to encourage poor 
eating habits. 

The most insidious misleading or false information 
in the food field today is that which follows in the 
wake of sales promotion based in small part on the 
science of nutrition. The U. S. Department of Health, 
Education, and Welfare has set out four myths? which 
are most often used as the basis of false ideas. These 
false ideas are elaborated on for use by sales agents 
to peddle food wares by radio, television and the 
press. The myths are: (1) All diseases are due to 
faulty diet. Diseases caused by dietary deficiencies 
are rarely found in the United States. In fact Ameri- 
cans have to go out of their way to avoid being well 
nourished if they are willing to eat a varied diet. 
(2) The allegation that soil depletion causes mal- 
nutrition. This myth is used to preach that the only 
salvation from the supposed evils is so-called organic 
farming and eating so-called ‘“‘natural’’ foods and 
supplementing the diet with various special products. 
The only condition which might possibly be an ex- 
ception to this myth is the lack of iodine in food 
produced in certain geographical areas, and this 
has been remedied by the iodizing of table salt. 
(3) The myth of overprocessing. The fact is over- 
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looked that modern food processing methods have 
been devised to preserve nutritional value or to re- 
store it to foods. Good examples are the nutritional 
improvement of flour, bread, milk and oleomargarine 
with added vitamins and minerals. (4) The myth of 
subclinical deficiencies implies that anyone who has 
“that tired feeling” or an ache or pain in almost any 
part of the body, is probably suffering from a “‘sub- 
clinical deficiency”’ and needs to supplement his diet 
with some concoction. Since everyone has some of 
the symptoms mentioned, and they may have many 
causes, only a competent physician can determine 
their proper treatment. 

The “rackets” promoted by these quacks who deal 
in “miracle,” “wonder” and “super’’ foods or diet 
regimens cheat the American people alone out of 
more than five hundred million dollars in a single 
year. In addition, they cause inestimable suffering 
and loss of productivity by delaying the seeking of 
competent medical advice while waiting for the 
salesmen’s ‘wonder cure’’ to do its job. 

In addition to the food misinformation purposely 
disseminated by the unethical salesmen, reliable in- 
formation dispensed by members of the medical 
team may become hazardous when improperly inter- 
preted by the lay person. 

For example, the recent focus of attention on the 
relationship of cholesterol and atherosclerosis nearly 
reached fad, or at least fashionable, proportions. 
While experimental evidence certainly pointed to 
the desirability of a scientific investigation of the 
relationship of cholesterol and fat ingestion to arterial 
damage, the abstinence from these foods by the gen- 
eral, unsupervised public could have dangerous reper- 
cussions. 

Perhaps it is in keeping with the old adage, ‘'Mis- 
ery Loves Company,” that many patients feel dedi- 
cated to converting friends and relatives to a diet 
regimen designed by their physician to accomplish 
a specific treatment. In this vein, special diet foods 
such as formula reducing products, “low calorie” 
soft drinks, artificial salts and sweeteners, and other 
similar products may have a place in an individual 
patient’s treatment. When these same items are in- 
dulged by the general public, however, they seldom 
accomplish any goal, and their use may produce 
lifetime handicaps. A common misconception en- 
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countered by dietitians is the belief that if a little 
is good, a lot is better. So, the patient rationalizes, 
if one quart of reducing formula is good, a few extra 
glasses would be better. Thus, the patient has de- 
feated his purpose in addition to being uncomfortable 
from an unsatisfying food intake. 

Since food misinformation and food fashions have 
been with us since the beginning of civilization, 
there is little hope that they will disappear today or 
tomorrow. What then is the role of the medical 
team in the practice of clinical nutrition? 

First, all members of the team must be familiar 
with the basic principles of nutrition. It is natural 
to ignore and avoid situations in which we are un- 
comfortable. To be comfortable discussing the prac- 
tical application of nutritional science with a patient, 
the physician must know of what he speaks. These 
fundamentals should become a part of the physi- 
cian’s working knowledge during his medical school 
training. This training should enable the physician to 
comfortably discuss the following areas with his pa- 
tients: 

1. The health advantages of good nutrition. 

2. The composition of a good diet. This has been 
simplified in the last few years by the recommenda- 
tion of the use of a daily food guide.’ The guide 
emphasizes use of moderate amounts of four groups 
of foods: (a) meat, poultry, fish, and eggs; (b) 
fruits and vegetables, including potatoes, citrus fruits, 
and dark green or deep yellow vegetables; (c) milk 
and milk products; (d) bread and cereals. No special 
emphasis is given to any of these groups but a wide 
variety of selection within the groups assures an 
adequate nutritional intake. Using this guide, the 
physician is also able to evaluate a patient’s nutri- 
tional history and advise him if changes should be 
recommended. 

3. Modifications of the normal diet for treatment 
of specific conditions. Although many outlines for 
modified diets are available for use by the physician, 
many of the details of diet usage must come from 
him. A patient given an outline without interpreta- 
tion errs in following principles of good nutrition 
and practical application of the diet. To aid the pa- 
tient the physician must have a working knowledge 
of foodstuffs. For example, when telling a patient 
to eat a low salt diet, does the physician remember 
to caution that bacon is highly salted or that baking 
soda has the same effect on the patient as does salt 
from the shaker? In evaluating obesity, is the physi- 
cian always aware that the condition is a result of 
over-intake of food? Even in the case of obesity as- 
sociated with metabolic malfunction, the food intake 
has been greater than needed by that particular per- 
son. When telling a patient to “give up” fats or 
bread or potatoes, does the physician mean for the 
patient to interpret this instruction literally or does 


he mean to limit the quantity? Considering body 
physiology and chemistry, should carbohydrate or 
protein foods be prescribed as “snacks” for the pa- 
tient with symptoms of hypoglycemia? Although 
Orange juice is a good source of potassium, should 
it be suggested in unlimited quantities for the patient 
who has a low potassium level but is also expected 
to reduce his weight? Can calcium “pills” be glibly 
prescribed for the expectant mother who prefers not 
to drink milk without serious consideration of her 
protein intake? These are but a few examples of the 
everyday need for and use of knowledge of foodstuffs. 

4. Evaluation of false or misleading claims by 
quack salesmen. The sound basic principles of nutri- 
tional science would readily disclaim the advertise- 
ment stating that bread is ‘high in protein’ or the 
popular misconception that “‘water is fattening.” Like- 
wise, they would allow the physician to recognize 
quickly that oils and margarines have the same 
calorie content as butter, bacon or any other fat and 
therefore would need to be limited in quantity if a 
calorie restriction were needed. Careful reading of 
the label on a highly advertised ‘low calorie’ soft 
drink would readily tell the reader whether it is 
really “calorie free’’ and can be used in unlimited 
quantities by the patient who is supposedly following 
a 1,000 calorie diet. 

The indisputable phrase, “‘My doctor said,” carries 
an impact that cannot be overestimated in the field 
of food information. The physician carries a life- 
giving and financial responsibility to his patient to 
learn basic nutrition principles and to apply them in 
the practice of clinical nutrition every day. 
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An Unusual Bronchiolar Adenocarcinoma of the Lung 


Edited by JOHN D. WARKENTIN, M.D. 


Dr. Fink (Moderator): The case for presentation 
today is that of a highly unusual lung tumor, con- 
sideration of which raises the question of an etiologic 
factor not often thought of for lung tumors. Dr. 
Reiger, would you give us the history ? 

Dr. Reiger: The patient is a 64 year old white 
woman who entered the Kansas University Medical 
Center for the first time on March 8, 1961 with com- 
plaints of cough, fever and weight loss. 

She had been in a state of good health, but in Sep- 
tember 1960 a routine chest x-ray taken by the mobile 
unit was reported as showing an opacity in the right 
lower lung field. She was advised to consult her local 
physician but apparently chose to disregard this 
advice. However, in December 1960, she developed 
a pneumonitis with a productive cough, fever and 
right anterior chest pain. She had also lost about fif- 
teen pounds of weight over a period of four months 
and complained of easy fatigability although her ap- 
petite had been fair. She consulted her physician, and 
chest x-rays taken at this time were interpreted as 
showing right pleural effusion with a fluid level and 
areas of pneumonic consolidation and atelectasis in 
the right lower lobe. Treatment with antibiotics re- 
sulted in disappearance of the cough and fever and 
some improvement of the x-ray findings. However, 
a month later a repeat chest x-ray disclosed persist- 
ence of an area of density in the right lower lobe and 
for this reason she was referred here for further in- 
vestigation. 

Her past illnesses have been limited to a sub-total 
hysterectomy twenty years ago for a tumor of un- 
known type and a cancer of the skin below the right 
eye fifteen years ago, treated with irradiation. 

Physical examination on admission showed very 
few abnormal findings. Pulse was 88/min. and reg- 
ular, the blood pressure 125/70 and the respirations 
22/min. and regular. Her temperature was 97.6° F. 
Her head and neck were normal apart from an area 
of telangiectasis below the right eye. A lymph node 
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1 cm. in size was palpable in the left supraclavicular 
fossa. No other lymph nodes could be palpated. Ex- 
amination of the lungs, heart, abdomen, extremities 
and nervous system disclosed no significant abnor- 
malities. 

The patient was asymptomatic on admission. The 
problem was that of an unexplained density in the 
lung, and a thorough investigation was undertaken. 

Dr. Mantz: Was it definitely established that this 
patient had no history of respiratory disease prior to 
December 1960? 

Dr. Reiger: She had had no respiratory disease 
apart from occasional episodes of flu. 

Dr. Fink: May we see the x-rays before hearing 
the results of the other studies ? 

Dr. Tice: Chest x-rays taken on the day of admis- 
sion show a triangular, apparently segmental zone of 
infiltration in the base of the right lung (Figure 1, 
top). Otherwise the lung fields are clear. The heart is 
normal in size but slightly deviated to the right. The 
hilar shadows are not unusually large. The dia- 
phragms are smooth. There is no evidence of pleural 
effusion in the films taken here. 

Dr. Mantz: Can it be determined by x-ray what 
segment of the lower lobe is involved ? 

Dr. Tice: From the PA view, one might think 
that the disease involves the right middle lobe and 
thus represents a middle lobe syndrome. However, 
the lateral view, which is the most important in local- 
izing the lesion, shows that it is posterior (Figure 1, 
bottom). 1 believe the lesion is involving the poste- 
rior and lateral basilar segments of the right lower 
lobe. 

Planograms show extensive calcification in the low- 
er pole of the right hilum with fibrosis radiating 
from this region into the posterior base of the lower 
lobe suggesting an old granulomatous process with 
scarring. Bronchograms show extensive chronic bron- 
chitis throughout both lungs, as well as scarring, 
deformity and cylindrical bronchiectasis involving all 
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of the segments of the right lower lobe and the mid- 
dle lobe. No evidence of tumor is identified by the 
bronchograms. In the differential diagnosis of the in- 
filtrated zone one must consider a primary bronchial 
tumor with atelectasis or an inflammatory process. 
Other studies, including a gallbladder visualization, 
intravenous pyelogram, barium enema and barium 
meal, do not demonstrate any significant abnormal- 
ities. 

Dr. Fink: What did the rest of the investigation 
disclose ? 

Dr. Reiger: The routine admission urinalysis was 
within normal limits. The hemoglobin was 12.9 gm. 


Figure 1 Top: Postero-anterior film of chest, showing 
the segmental zone of infiltration in the base of the 
right lung. Bottom: Right lateral view shows the pos- 
terior location of the lesion. 


per cent, the white blood count 4,970 with a normal 
differential, and the eosinophil count 133/cu. mm. 
The V.D.R.L. was nonreactive. The blood urea nitro- 
gen, blood glucose, serum electrolytes and serum pro- 
teins were all within normal limits. The erythrocyte 
sedimentation rate was 30 mm. in one hour. Smears 
and cultures of the sputum were negative for acid 
fast bacilli and fungi. The tuberculin and histoplas- 
min skin tests were both negative. An electrocardio- 
gram was interpreted as compatible with an old myo- 
cardial infarction or myocardial ischemia. Several 
samples of sputum were reported by the cytologist to 
contain abnormal cells compatible with an adeno- 
carcinoma or bronchial adenoma. On March 10 a 
bronchoscopy was performed, but no abnormalities 
were found in any of the bronchi. Bronchial wash- 
ings again were interpreted by the cytologist as 
showing abnormal cells compatible with tumor. The 
right scalene fat pad which was resected contained 
five lymph nodes which were histologically normal. 
On the basis of these findings, we felt that the patient 
had an unexplained mass in the base of the right lobe 
which was probably carcinoma and should be re- 
moved. 

Dr. Fink: We have heard the middle lobe syn- 
drome mentioned. Dr. Reiger, would you explain 
what is meant by that term ? 

Dr. Reiger: The middle lobe syndrome consists of 
atelectasis of the lobe due to obstruction of its bron- 
chus by enlarged lymph nodes. The lymphadenopathy 
may be due to tumor or inflammation. A similar 
process may involve any other bronchus, resulting in 
collapse of the corresponding lobe, but it does occur 
much more frequently with the right middle lobe 
bronchus. 

Dr. Mantz: The middle lobe syndrome has been 
a subject for discussion for many years. Among the 
first persons to describe it were Evarts Graham, of 
Washington University, and John Maier, a prominent 
thoracic surgeon in this city. They, and others who 
have subsequently studied this syndrome, have point- 
ed out the fact that the right middle lobe bronchus is 
undefended or unprotected by surrounding parenchy- 
ma for a much longer distance than any other lobar 
or segmental bronchus. The lymphatics from the left 
lower lobe and the right lower, middle and upper 
lobes converge on the undersurface of the middle 
lobe bronchus in a cluster of lymph nodes. These, 
therefore, are probably the most frequently involved 
by any neoplastic or inflammatory process. The mid- 
dle lobe bronchus hangs over this group of nodes and 
may very well become compressed by their enlarge- 
ment. A similar process may, of course, also involve 
nodes adjacent to other bronchi, the second most fre- 
quently affected being those around the inferior ling- 
ular segment of the left lower lobe. 
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Figure 2 Top: Clusters of atypical cells in the smear 
of sputum show marked nuclear abnormalities and 
cytoplasmic vacuolization. x600. Bottom: The malig- 
nant cells often have a papillary pattern. x325. 


Dr. Fink: What were your operative findings, Dr. 
Reiger ? 

Dr. Reiger: At operation the right lung lay free 
within the pleural cavity, except for a small pleural 
adhesion in the area of the lesion. There were no 
adhesions of the greater and lesser fissures. The mass 
in the posterior basilar portion of the lower lobe 
measured about 4 to 5 cm. in diameter and did not 
apparently involve the pleura. It lay a good 4 to 5 
cm. below the fissure, and for this reason we thought 
that a lobectomy would give as good a chance of cure 
as a pneumonectomy, even if the mass were a car- 
cinoma. A right lower lobectomy was therefore per- 
formed. The patient has done well since the opera- 
tron. 

Dr. Mantz: Could you localize the involved seg- 
ment at the time of operation ? 

Dr. Reiger: The mass was posterior and, I believe, 
involved the posterior basilar segment and may have 
extended into the superior segment. Since I did not 
do a segmental resection, I cannot say whether or not 
it also involved other adjacent segments. 

Dr. Fink: Will you tell us about the pathologic 
findings, Dr. Mantz? 

Dr. Mantz: Firstly, I would like to discuss the 


cells in the smears of sputum that gave us so much 
concern. These cells most closely resemble those 
desquamated in cases of so-called alveolar cell or 
terminal bronchiolar carcinoma. They do not show 
remarkable variation in size, but nuclear abnormali- 
ties are outstanding and vacuolization in their cyto- 
plasm is seen (Figure 2, top). Note also that the cells 
are arranged in a distinctly papillary pattern resem- 
bling the fronds of a bronchial papilloma (Figure 2, 
bottom). 1 think the conservative approach would be 
to say that they are consistent with adenocarcinoma. 
We consider this a positive smear. 

The gross specimen consists of the lower lobe of 
the right lung. Dissection of the bronchi shows some 
thickening of their walls but none is the site of dis- 
tinct tumefaction, nor is there any area of ulceration 
or infiltration of the bronchi which could be consid- 
ered a primary site of a bronchogenic carcinoma. The 
parenchyma shows a well-defined, firm, slightly gran- 
ular, light tan to yellow area of consolidation which 
is well confined to the posterior basal segment (Figure 
3). I consider this definite localization highly signifi- 
cant in this case. The remainder of the parenchyma 
discloses only focal areas of atelectasis. 

There are a number of histologic features in the 
involved segment that disturb us considerably. There 


Figure 3: Gross photograph of the involved posterior 
basal segment showing thickening and dilatation of the 
large bronchi and consolidation of the intervening 
parenchyma. 
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Figure 4: Photomicrographs of the involved segment 
of lung. Hematoxylin and Eosin. Top: Atypical, papil- 
lary proliferation of the bronchiolar epithelium. Note 
the sharp demarcation from normal, ciliated respiratory 
epithelium (arrows). The surrounding parenchyma is 


has been almost complete consolidation of the seg- 
ment by atelectasis, extensive fibrosis and chronic in- 
flammatory cell infiltration which is characteristic of 
chronic organizing pneumonitis. A striking finding, 
constant in almost all of the bronchioles in this seg- 
ment, is a marked degree of hyperplasia of their lin- 
ing epithelial cells. In some bronchioles this hyper- 
plasia assumes a disturbing papillarity (Figure 4, 
top). This change was not noted in any of the other 
segments. 

There are many causes of chronic organizing pneu- 
monitis, but the disease which most frequently pre- 
disposes to nonresolution is viral infection. I would 
remind you that in cases of chronic organizing pneu- 
monitis, particularly in those due to a viral infection, 
there is frequently a marked degree of atypical hyper- 
plasia of bronchiolar epithelium which may be very 
disturbing to the pathologist, especially when he is 
asked to give a diagnosis on the basis of a frozen sec- 
tion. This has given rise to the false frozen section 
diagnosis of carcinoma on a number of occasions. 

A remarkable feature in this case, however, is the 
sharp line of demarcation between normal bronchiolar 
epithelium and highly atypical epithelium (Figure 4, 
top). Such sharp demarcation is a hallmark of so- 
called carcinoma-in-situ. The proliferated atypical 
bronchiolar epithelial cells show moderate variation 
in their size and staining and a striking resemblance 
to the abnormal cells in the smears of sputum (Figure 
4, middle). In places the papillary feature becomes so 
marked that one thinks seriously of an intrabron- 
chiolar papilloma. In some bronchioles the epithelial 
atypicality is even more marked and there is evidence 
of extension into the surrounding tissue by isolated 
groups of malignant epithelial cells. Still elsewhere 
the tumor is frankly invasive (Figure 4, bottom). In 
these areas mitotic activity is more pronounced. 
Twenty lymph nodes dissected from the hilus showed 
no evidence of metastatic tumor. 

I would like to emphasize again the striking simi- 
larity that a neoplasm of this variety may have to an 
atypical bronchiolar hyperplasia which has an inflam- 
matory basis. I have always been suspicious of atypical 
bronchiolar hyperplasia, although many authorities 
maintain that it is entirely benign. Recently, however, 
Spain! and Beaver and Shapiro? have demonstrated 
tumors of the terminal bronchiolar variety which 
suggest origin in an atypical bronchiolar hyperplasia 
associated with chronic pneumonitis and fibrosis. On 
the basis of its morphologic appearance, I believe 


(Continued on page 282) 


collapsed, inflamed and fibrosed. x100. Middle: Higher 
power shows similarity of the proliferated bronchiolar 
epithelium to the cells in the sputum. <140. Bottom: 
Invasion of bronchiolar epithelial cells into surround- 
ing tissue. <100. 
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Hope Chest . . . or Grope Chest? 


When you flip open your medicine cabinet tomor- 
row morning—stop, just for a moment, and take a 
good, hard look at what confronts you. 

Is your medicine cabinet a ‘hope chest” .. . or a 
“grope chest”’ ? 

According to surveys conducted by leading uni- 
versities, pharmaceutical firms, newspapers and 
magazines, the average family medicine chest falls 
into the second category—a chaotic clutter of useless 
items and outdated medicinals, with an appalling 
lack of basic first aid items no home should be with- 
out. 

It is true that more families today are learning 
first aid fundamentals to cope with the fourteen as- 
sorted injuries and accidents statistics show occur in 
the average home each year. But what good is the 
know-how without the tools? 

More than 30 per cent of the nation’s medicine 
chests lack adhesive bandages! Eighty-six per cent 
don’t have sterile gauze pads; several other first aid 
basics—-including such a staple as adhesive tape—are 
missing in varying percentages. 

That’s alarming news. With families increasing in 
size, more and more children are coming up with 
inevitable cuts, scrapes, burns and the like, for par- 
ents to treat. The medicine chest is the family’s first 
aid storehouse. 

Well, what should your medicine chest contain, 
and how much should first aid basics cost? Accord- 
ing to leading medical authorities and safety organi- 
zations, you’re doing your family a poor service if 
you don’t keep these “musts’’ on hand at all times: 

1. Roll bandage. Two-inch or three-inch widths 
of improved conforming bandage are recommended 
for most home injuries that require bandaging. 

2. First aid cream antiseptic. For proper treatment 
of cuts, scrapes, burns. 

3. Adhesive tape. For securing bandages and 
gauze pad dressings. Cloth tape is available in handy 
Tri-Wide rolls, with strips of 4”, 14” and 34” on 
same roll. To make larger dressings less conspicuous, 
Band-Aid clear plastic tape is recommended. 

4. Sterile gauze pads. Necessary as dressings for 
larger injuries, 2” x 2” or 3” x 3” pads are recom- 
mended for most home emergencies. 

5. Sterile absorbent cotton. Important for properly 
cleansing injuries. 

6. Sterile cotton swabs. Handy for reaching deli- 
cate nose and ear areas, particularly for babies. 

7. Universal antidote. For poisoning emergencies ; 
your druggist will make it up for you. 

8. Adhesive bandages. For tiny nicks and cuts that 
don’t require gauze bandages, a variety of conven- 
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ient Band-Aid Bandages (Sheer and Plastic strips, 
Patches, Spots) are available. 
9. Spirits of ammonia ampules. For reviving vic- 


' tims of fainting or unconsciousness. 


10. S-Shaped (RESUSITUBE) airway. For emer- 
gency artificial respiration or treatment of asphyxia 
or choking, until medical aid arrives. The airway 
makes resuscitation easier to accomplish and more 
effective. Parents should thoroughly familiarize them- 
selves with proper use of the airway, by attending 
demonstrations of local safety organizations or by 
viewing community and local TV showings of the 
film ‘‘50,000 Lives” which depicts both mouth-to- 
mouth and mouth-to-airway resuscitation. 

Not listed as a ‘‘must’’ but helpful to have, is a 
small first aid chart or guide which can be taped to 
back of medicine cabinet door for handy reference. 
A free guide to ABC’s of treating and bandaging 
minor injuries, ‘How to Bandage for Faster Heal- 
ing,” is available by writing to Johnson & Johnson, 
New Brunswick, New Jersey. 

How much do first aid basics cost? Average sizes 
of the ten listed above should cost less than five 
dollars—for a full year’s first aid protection for 
the average family. That’s a mighty small premium 
for family first aid “insurance.” 

Naturally some non-first aid items belong in your 
medicine chest, too. You'll want to include mouth- 
wash, dental floss, headache remedy, laxative, cold 
tablets, indigestion remedy, nose and throat medica- 
tions, possibly other things, depending on space. 

And space is something you'll have more of if you 
unclutter your shelves, remove old and outdated 
medicinals that shouldn’t be there, and arrange items 
neatly. All medicines deteriorate with age—even pre- 
scription items—so don’t keep them longer than a 
year. Replace them. When you use a bottle of medi- 
cine, make sure you re-cap cover tightly so prying 
young hands can’t open it. 

Above all, use the space in your medicine cabinet 
judiciously. Keep potentially dangerous items off 
lower shelves. Label all medicinals. Don’t bury anti- 
septic, tape, bandages—the first aid items you'll use 
most. Make sure universal antidote and RESUSITUBE 
are where you can reach them in a hurry for im- 
mediate emergency use. 

Make your medicine cabinet the family “hope 
chest” . . . not “‘grope chest.” 


The Lord gave us two ears and only one mouth. 


Evidently He intended us to do twice as much 
listening as talking. 
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Radiology 


Gallstone Obstruction of the Colon 


ENZO F. LUZZATI, M.D., and JOHN R. KLINE, M.D., Wichita 


BECAUSE OF ITS unusual nature, the following case of 
obstruction of the sigmoid colon is being reported. 

The patient, a poorly nourished 74-year-old white 
female, was admitted to the hospital with a history of 
obstipation for 1 week. The obstipation was accom- 
panied by nausea and vomiting of small amounts of 
yellowish, watery material. The patient did not com- 
plain of crampy abdominal pain. 

The past history revealed a history of nausea, 
vomiting, vague abdominal pain and abdominal 
tenderness intermittently for the 3 years previous to 
the present admission. A plain film of the abdomen 
taken 3 years previously revealed a huge lamellated 
gallstone in the right upper quadrant of the abdomen, 
presumably in the gall bladder. 

A physical examination at the time of admission 
revealed a distended abdomen. No rigidity or muscle 
guarding was present. The abdomen was quite tym- 
panitic. Peristalsis was quite audible. The patient had 
a far-advanced markedly deforming rheumatoid arth- 
ritis which had confined her to bed for several years. 


Figure 1. Markedly distended colon with gallstone, 
easily visible in the sigmoid area. 


Figure 2. Spot film of gallstone in the sigmoid colon. 


The hands and forearms were locked in position 
across the chest. 

A plain film of the abdomen taken on the day of 
admission showed a large amount of gas in the colon. 
The cecum was quite distended. There was some gas 
in the small bowel. There was a rather oval density in 
the mid portion of the pelvis which was somewhat 
difficult to visualize because of overlying gas but was 
thought to be a large oval gallstone. One poorly 
visualized streak of air could be seen overlying the 
medial portion of the right lobe of the liver. It was 
thought that this represented air in a biliary radical. 
Because of these findings, a complete obstruction of 
the sigmoid colon by a large gallstone was suggested. 

Two days after admission, a barium enema was 
done. The examination showed a complete obstruc- 
tion in the mid sigmoid colon and at the site of ob- 
struction, a large lamellated gallstone was easily vis- 
ible. Two days later, a cecostomy was done. The pa- 
tient improved markedly following the cecostomy. A 
week after the surgical procedure, another barium 
enema was performed and at that time, barium did 
pass through the sigmoid area although the gallstone 
was still present and was still visible. A fistulous tract 
between the right transverse colon and the gall blad- 
der was outlined with barium and barium filled the 
biliary radicals in the liver. 

The cecostomy relieved the patient’s obstruction and 
because of age, advanced arthritis, and generally de- 
bilitated state, no further surgery was contemplated. 
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The cecostomy was eventually closed and the patient 
discharged without further obstructive difficulties. 
Now, one year later, the patient is still free from ab- 
dominal distress. 


Diseussion 


If the incidence of small bowel obstruction from 
gallstones is rather low, the incidence of colonic ob- 
struction from gallstones is certainly much lower. Ac- 
tually, the latter case can be classified, without too 
much doubt, among the “unusual” that one en- 
counters in the daily clinical practice of radiology. 
Foss and Summers in a review of 125 cases of gall- 
stone ileus, found only five cases (3.3 per cent) with 
obstruction of the colon or rectum. Usually, the gall- 
stone passes directly into the colon through a spon- 
taneous cholecystocolic fistula and subsequently 
causes obstruction of the sigmoid which is the nar- 
rowest area. Obviously, it would be a rather unusual 
instance if a gallstone passing through the ileocecal 
valve would ultimately become impacted in the colon, 
unless the latter were involved by some pathologic 
process producing narrowing and stenosis. Lomhoff 
and Dubowy reported a case of large bowel obstruc- 
tion due to a gallstone measuring 2.5 by 3.5 cm. in 
the sigmoid, associated with diverticulitis of the sig- 
moid. However, in their case, the actual site of the 
fistula between the gall bladder and intestinal tract 
could not be demonstrated. Fistulous tract formations 
between the gall bladder and the colon have been re- 
ported in varying incidence by different authors. 
Curvoisier found 39 cases of cholecystocolic fistulae 
among 490 cases of internal and external biliary fis- 
tulae in a survey of the world literature up to 1890 ;? 
Judd and Burden, 25 in a series of 153 internal bil- 
iary fistulae; and Bernhard, 36 among 109 cases of 
internal biliary fistulae; Scott, Pygott, and Murphy, 
in a review of the literature up to 1951, 20 cases 


Figure 3. Spot film of gallstone in sigmoid colon after 
obstruction was relieved by cecostomy. 


Figure 4. Barium enema showing fistula between he- 
patic flexure of colon and biliary ductal system. 


among 181; Waggoner and Lemone, in 1949 in a 
review of 819 cases reported in the literature, found 
21 per cent of cases with cholecystocolic fistulae while 
in 51 per cent the fistulae were cholecystoduodenal 
and in 19 per cent, choledochoduodenal. 

Regardless of whether the fistulous formation exists 
between the small or large bowel, an important radio- 
logic diagnostic finding is air in the biliary tract. 
Rigler, Bowman, and Noble, in their significant series 
of cases diagnosed by radiographic studies preoper- 
atively based their diagnosis on the following signs: 


1. Air or contrast medium in the biliary system. 
2. Direct visualization of the stone. 
3. Evidence of intestinal obstruction. 


The appearance of air in the biliary tract, when 
present or otherwise not obscured by enteric disten- 
tion is quite typical and unmistakable. In the great 


(Continued on page 274) 


Several recent issues of The JOURNAL have 
included a case report in the field of radiology. 
The Editorial Board feels that these case re- 
ports are interesting and instructive, and invites 
contributions from radiologists anywhere in the 
state. Though it may not appear each month, 
it will appear whenever suitable material is 
available.—Ed. 
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WILLIAM C. SIMMONS, M.D., Kansas City 


THE EXTRA-PYRAMIDAL system is a complex group of 
centers, nuclei, and tracts widely scattered throughout 
all levels of the central nervous system. Its connec- 
tions are diffuse and are composed of short neurons 
with many relays. In man, the functions of this sys- 
tem are concerned mainly with postural reflexes as- 
sociated with and providing a background for volun- 
tary motor activity.” 

Lesions of the central nervous system which in- 
volve extra-pyramidal structures produce one or more 
of three principal motor abnormalities. These are 
loss of associated movements, disturbances of tone, 
and involuntary movements.? The clinically defined 
patterns of involuntary movement are tremors, hemi- 
ballism, chorea, athetosis, and dystonia. 


Historical Background 


Careful study of involuntary-movement patterns 
has resulted in the differentiation of a number of 
neurological disease entities. Credit for first directing 
attention to involuntary movement disorders is given 
to Paracelsus, a German Renaissance physician. In 
his monograph, Diseases That Deprive Man of His 
Reason, written in the late 16th century, he attempted 
an etiological classification of disorders characterized 
by hypermotility.1? Prior to that time all such dis- 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be best by the faculty at the school. Dr. 
William C. Simmons is now serving internship at the 
Bethany Hospital, Kansas City, Kansas. 


Dystonia Musculorum Deformans 


orders whether neurotic, psychotic, or the result of 
organic brain lesions were attributed to St. Vitus’ 
Dance.® This was a form of mass hysteria which 
spread in several epidemics throughout Europe dur- 
ing the fourteenth, fifteenth, and sixteenth centuries. 
It was characterized by wild uncontrolled dancing. 
The dance mania or hysteria was named after the 
chapels of St. Vitus where priests with religious ob- 
servances were able to “heal’’ many of the “afflicted” 
individuals. Paracelsus differentiated this from symp- 
toms produced by organic disease, and suggested the 
somewhat traumatic treatment of throwing those af- 
flicted with St. Vitus’ Dance into cold water.1? He 
used the Greek word for dance, chorea, for abnormal 
movements and differentiated several types. These 
were: “chorea imaginative’ (St. Vitus’ Dance), 
“chorea lasciva,” caused by sexual desire, and chorea 
due to “physical” causes.® 

Following Paracelsus’ work, abnormal movement 
disorders were examined more carefully. In 1685 
Sydenham distinguished for the first time the chorei- 
form movements occurring in a nervous disease of 
childhood, now thought to be a manifestation of 
rheumatic fever.1* In 1817 Parkinson described an- 
other entity, paralysis agitans, in which tremor is one 
of the dominant symptoms. It was not until the 
nineteenth century, however, that acute chorea, 
chronic chorea, and involuntary muscle activity were 
defined and differentiated. Prior to that time, even 
epileptic phenomena were not distinguished as spe- 
cific symptoms of neurological disease. In 1872 Hunt- 
ington described chronic chorea, the hereditary extra- 
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pyramidal disease characterized by onset in adult- 
hood. 

In 1871 Hammond first described athetosis as a 
distinct form of involuntary movement. Following 
this many cases of disorders with athetotic move- 
ment were reported. Among these were double athe- 
tosis, which became a clearly defined clinical entity 
after C. and O. Vogt described status marmoratus of 
the basal ganglia as the underlying pathologic lesion.® 
Post hemiplegia athetosis was later differentiated as 
a form caused by localized lesions, such as hemor- 
rhage or thrombosis. 

From these known forms of involuntary move- 
ments, mainly double athetosis, another form was 
differentiated in the first decade of the twentieth cen- 
tury. Schwalbe reported a case characterized by tonic 
contractions with “hysterical” symptoms in 1908. 
Ziehen described comparable symptoms in a disease 
entity which he called “Torsioneurose’’ two years 
later. It was Oppenheim, however, who inaugurated 
the term “dystonia” in 1911 and recognized dystonia 
musculorum deformans as an organic disease of the 
nervous system.® This disease entity is also known as 
Ziehen-Oppenheim disease, dystonia deformans pro- 
gressive, dysbasia lordotica progressiva, and _torti- 
pelvis. 


Clinical Characteristics 


Dystonia musculorum deformans is an extra- 
pyramidal disease of unknown etiology. It is char- 
acterized by gross involuntary movements, fixed 
postures, deformities, and eventual contractures.? In 
the majority of cases it becomes manifested in what 
has appeared previously to be a neurologically intact 
child.® There are a few cases reported, however, in 
which the disease was acquired in adulthood or was 
manifested in early infancy. The gross involuntary 
movements described by the term dystonia are sim- 
ilar to those of athetosis. They differ, however, in 
the more sustained nature of the contractions and the 
predominance of involvement of trunk musculature 
and proximal portions of the girdle.‘ Comparable 
involuntary movements may occur in several disease 
entities, but there is no doubt that dystonia musculor- 
um deformans exists as a distinct clinical entity.1!> 14 


Incidence 


The disease is rare. Herz was able to collect but 
188 cases from the literature and of these, 75 were 
actually other disease entities with dystonia as a 
symptom.1° Males and females are affected with equal 
frequency.1* Although cases have been reported in 
all races, some authors have stated that there is a 
greater incidence in families of Russian-Jewish de- 
scent. Nine cases, familial in nature, have been re- 
ported. There is, however, no evidence that heredi- 


tary factors play a significant role in the disease.!; 14 

The age of onset in the majority of cases reported 
by Herz was between five and fifteen years.1° In 
Cooper's series the average age of onset was seven to 
eight years.* A few cases have been reported in which 
the disease either was present from infancy! or de- 
veloped as late as the third or fourth decade of life.1# 
The patients thus fall into three general groups! in 
regard to age of onset of symptoms: 


1. Early dystonia in which symptoms are present 
from birth. 

2. Juvenile dystonia in which symptoms develop 
after a period of what appears to be normal de- 
velopment. 

3. Late dystonia in which symptoms develop in 
adulthood. 


Pathology 


The pathology has not been clearly elucidated in 
this disease process.* 714 This difficulty may be at- 
tributed in part to the paucity of material available 
for study and the failure of some writers to differ- 
entiate between the disease entity dystonia muscu- 
lorum deformans and diseases in which dystonic 
movements are symptoms. 

The reports are quite variable in regard to local- 
ization of lesions. In one series of 15 patients, the 
pallidum, striatum, subthalamic nucleus, and red 
nucleus were involved to varying degrees in most 
cases, as well as patchy involvement of other brain 
stem structures.11 Other cases have been reported in 
which lesions of the cerebral cortex were dominant.® 
In general, it may be stated that the lesions are 
characterized by their diffuseness, rather than spe- 
cific localization.®: *. 7,11 This is characteristic of all 
symptomatic extra-pyramidal lesions with the excep- 
tion of hemiballism which may be caused by localized 
subthalamic lesions.” 

The histopathological changes which have been 
reported are status marmoratus, status dysmyelinatus, 
and status fibrosus.1!;14 Status marmoratus is char- 
acterized by a marbled appearance due to the pres- 
ence of large bundles of abnormally placed myelin 
sheaths which are found predominantly in the caudate 
and putamen nuclei.1! The change is present at 
birth and is postulated to be due to an aberrant tract 
from the cortex! or the result of birth anoxia or 
fetal encephalitis.‘ Status dysmyelinatus, another 
congenital malformation, is characterized by shrink- 
age of the caudate nucleus, globus pallidus, and 
subthalamic nuclei and by a lack of myelin sheaths 
in these areas.14 Status fibrosus, or primary abiot- 
rophy, is characterized by a generalized fibrosis and 
shrinkage of the basal ganglia.!* It is an acquired 
lesion of unknown etiology. Herz found that in early 
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dystonia, status marmoratus alone or combined with 
status dysmyelinatus and fibrosus is present.14 In 
juvenile dystonia, status fibrosis or degenerative 
changes predominate; and in some cases, there are 
changes resembling those in status marmoratus. In 
late dystonia the histopathological changes are pri- 
mary degeneration. Herz believes that status fibrosus 
is responsible for the majority of the cases. 


Case Reports* 
CASE 1. HIsTORY 


The patient, a white female, was 10 years of age 
at the time of her admission to Children’s Mercy 
Hospital. Delivery had been spontaneous after a nor- 
mal, full term pregnancy. She breathed sponta- 
neously following delivery and no history of neonatal 
icterus was elicited. The family history was signifi- 
cant in that one sibling, an 8 year old male, had a 
neurological disease diagnosed as dystonia muscu- 
lorum deformans. The child’s parents were both of 
Irish descent with no history of other neurological 
disease. 

The child’s development, intellectual and motor, 
was essentially normal until she was 7 years old. 
At that age her parents first noted an intermittent 
“clumsiness” in her gait. For no apparent reason she 
would stumble and fall. Closer observation of the 
child revealed that her “clumsiness” was caused by an 
involuntary inward torsion of her left foot. The 
symptom gradually became constant over a period 
of several months and was accompanied by involun- 
tary movements of the left knee and thigh. These 
were flexion and extension at the knee joint, and 
abduction and extension at the hip joint. Compa- 
rable symptoms were next noted in the right lower 
extremity and at the end of 1 year, the child was 
rendered non-ambulatory. The movements were 
characterized as being rather slow, and abnormal in- 
voluntary postures were assumed for variable periods 
of time. The involuntary movements and postures 
were noted to be absent during sleep. 

During the second year of the disease the upper 
extremities became involved. The movements were 
slow and were manifested mainly in the proximal 
joints. The neck and spine gradually became in- 
volved with slow twisting movements and made it 
impossible for the child to sit in a chair. There was 
no apparent impairment of the child’s intellect and 
she was continuing her school work with the aid of 
a tutor. 

Physical examination revealed a thin white female 
exhibiting involuntary dystonic movement of all her 
extremities as well as torsion of the spine and neck. 


* These patients were examined by this writer in May 
1959 at Children’s Mercy Hospital, Kansas City, Missouri. 


3 


She was opisthotonic for variable periods of time, 
and was unable to sit up without assistance and had 
great difficulty with the simplest voluntary move- 
ments of her upper extremities. Her feet were in 
equinus position, but no contractures had developed. 
There was rather marked atrophy of all extremity 
musculature, in particular of the lower extremities. 
The child grimaced intermittently and had some 
dysarthria. All involuntary movements were enhanced 
when the patient attempted voluntary motor activity 
or knew she was being observed. During sleep the 
involuntary movements and fixed postures were ab- 
sent except for the equinus posture of her feet. There 
was resistance to passive movement of her extremi- 
ties in particular preceding the onset of involuntary 
movements. The sensory examination was normal. 


CASE 2. HisTORY 


The patient, a white male, was 8 years of age at 
the time of admission to Children’s Mercy Hospital. 
Delivery had been spontaneous at 7 months gestation. 
There was a questionable history of asphyxia, but 
this could not be verified. There was no icterus dur- 
ing the neonatal period. 

The child’s growth and development was essential- 
ly normal until he was 6), years of age. At that time 
he began having difficulty walking because of an in- 
voluntary inward torsion and extension of his left 
foot. Several months later, there developed bilateral 
dystonic movements in the proximal lower extremity 
joints. The child could not walk, but could sit in a 
wheel chair without difficulty. 

Examination was essentially negative except for 
the equinus posture of the left foot and the inter- 
mittent sustained torsion movements of the thighs. 


Discussion of the Cases and the Clinical 
Courses of Dystonia 


The cases demonstrate the usual initial manifesta- 
tions in juvenile dystonia. To be noted is the excess 
of motion which gradually is replaced by excess of 
tension and what Herz calls “dystonic postures.” 
Because of the bizarre nature of early symptoms, 
these patients are frequently initially regarded as 
“behavior problems.”®. 14 Although involuntary 
movements are usually first manifested in the lower 
extremities, cases have been reported in which in- 
voluntary movements initially involved the upper 
extremities or the neck and trunk. 1°. 14 The usual 
sequelae to “dystonic postures” are contractures which 
had not yet developed in these cases. In the majority of 
cases, the patient becomes bedfast within five years, 
after which death takes place in two to three years. 
Occasionally the disease will be stationary for many 
years or may be rapidly progressive.1* The diagnosis 
of dystonia is based upon the appearance of dystonic 
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Put your low-back 


atient 


back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


WwW) Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 


IN ACNE 
smooth 
the skin 
cheer 
the patien 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 

pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


trademark 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 

pHisoAc is available in 114 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


pHisoHex and pHisoAc for acne thn 
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movements and spasm of trunk and girdle muscu- 
lature in a child or adult in the absence of a history 
or physical findings diagnostic of hepato-lenticular 
degeneration, epidemic encephalitis, or known birth 
injury.® 7, 10, 14 


Treatment 


Medical treatment for involuntary movement dis- 
orders is relatively effective in early stages. Among 
the drugs utilized are the belladonna alkaloids, atro- 
pine, scopolamine, and stramonium and the newer 
synthetic anti-parkinsonism drugs. These are of little 
value, however, in advanced cases of paralysis agitans 
and in patients with choreiform, athetoid, or dys- 
tonic movements.13: 14 Because of this a large num- 
ber of surgical procedures have been devised. 

Many surgical procedures have been done upon 
various levels of the pyramidal system. In 1909 
Horseley resected the contralateral motor cortex of 
a patient with athetosis. Comparable procedures were 
done by Bucy and Case.2 Walker?® did procedures 
upon the cerebral peduncles, and Putnam!? and many 
others upon the pyramidal tract in the spinal cord. 
The degree of alleviation of hyperkinetic phenomena 
obtained by these means was proportionate to the 
extent that they produced motor weakness or paraly- 
sis.7, 13,14 With loss of the latter, the symptoms 
again were manifested. 

Other procedures have been directed toward 
various structures of the extra-pyramidal system. Put- 
nam sectioned the antero-lateral column of the spinal 
cord and achieved some relief of hyperkinetic phe- 
nomena without marked loss of motor function.'7 
In essence, he was partially severing the more cephalic 
foci of pathology from the anterior horn cells by 
section of rubro-spinal, reticulo-spinal, olivo-spinal, 
and tecto-spinal tracts. The more recent surgical ap- 
proaches have been upon the basal ganglia and their 
outflow. Meyers!® was the first to report relief of 
hyperkinetic phenomena following section of the 
ansa lenticularis (fibers emerging from ventral sur- 
face of the globus pallidus and putamen to the hypo- 
thalamus, reticular formation, and tegmental nuclei). 
In 1951, Meyers summarized various operative pro- 
cedures (done without benefit of stereotaxic instru- 
ments), of 15 cases in which pallidofugal fibers only 
were sectioned, 10 were improved, 2 unimproved, 3 
died post operatively.1° Stereotaxic placement of co- 
agulative lesions in the globus pallidus, ansa lentic- 
ularis, and thalamus have been demonstrated to al- 
leviate hyperkinetic manifestations by several inves- 
tigators.2*» § Other methods utilized have been surgi- 
cal ligation of the anterior choroidal artery? and 
chemopallidectomy, injection of absolute alcohol 
neuro-surgically into the globus pallidus.*: 4 5. 6 

Of these surgical approaches, the chemopallidec- 


tomy appears, at this time, to be most applicable in 
treatment of dystonia musculorum deformans.® By 
virtue of the nature of the symptoms, the patient 
must be unconscious during placement of the lesion 
and so cannot be checked upon during surgery. The 
same lesion will not always produce comparable re- 
sults in patients manifesting the same symptoms, 
therefore an initially reversible physiological lesion 
is produced by insertion of a cannula into the globus 
pallidus or ventro-lateral nucleus of the thalamus and 
a balloon is inflated with radiopaque material. Fol- 
lowing surgery, the lesion can be modified by further 
inflation, deflation, or removal according to the 
status of the patient. When the most effective lesion 
has been created in this more or less reversible man- 
ner, absolute alcohol is instilled into the site, effect- 
ing destruction of neuronal elements in the circum- 
scribed region. 

In a series of 16 patients so operated, Cooper 
noted great improvement of 13 patients. He has fol- 
lowed these patients up to 3 years with no return of 
symptoms. Dr. Fowler, utilizing a comparable surgi- 
cal procedure, operated upon the patients whose case 
histories are presented in this paper. The bilateral 
chemopallidectomy resulted in marked improvement 
in both of these cases without impairment of intel- 
lect. 


Summary and Discussion 


That the pathology and indeed, the pathophysiol- 
ogy of the disease entity dystonia musculorum de- 
formans is not clear at this time, has previously been 
discussed. The hyperkinetic phenomena dystonia is 
one of several which may be produced by lesions 
causing ® 


1. Imbalance of reciprocal innervation between 
the cortex and extra-pyramidal centers. 

2. Interruption at any site of the complex cir- 
cuitous pathway between the cortex, basal ganglia, 
lower extra-pyramidal centers, cerebellum, thala- 
mus, and cortex. 

3. Disease of any of the structures entering 
into this circuit. 

4. Rhythmic activity of the reticular formation, 
when it is released from control of higher centers 
by lesions below the basal ganglia which destroy 
part of the mesencephalic and pontine tegmentum. 


Dystonia is distinguished from other abnormal 
movements by:5: 6 7, % 14 


1. The characteristic axial and proximal joint 
musculature involvement. 
2. The relationship of tonus and movement. 


In dystonia, the muscle tonus is increased to the 
point of limiting motion in the involved joints.® This 
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eventually leads to fixed postures and contractures. 
In athetosis, there is greater tonus associated with 
involuntary motor activity than with normal move- 
ments, but not to the extent of effecting fixed pos- 
tures. 

That globus pallidus lesions placed surgically have 
been demonstrated to relieve the symptoms of dys- 
tonia would appear to indicate that this structure 
functions in some manner in their production.5 ® 7, 18 
Yet dystonia is but one of the symptoms which have 
been demonstrated to be relieved by such measures, 
indicating that the globus pallidus does not deter- 
mine the final configuration of movements, rather 
they must be partially patterned at other levels of the 
nervous system.® Spiegal postulates that the palli- 
dofugal fibers are of two varieties: facilitory and in- 
hibitory.!® In diffuse diseases involving the corpus 
striatum, the hypertonus which is manifested is 
thought to be due to the loss of the inhibitory influ- 
ence of the globus pallidus upon lower centers.5 ® 19 
That section of pallidofugal fibers (ansatomy) does 
not make the symptoms more severe, seems to indi- 
cate a facilitory influence being removed which had 
functioned without check.1® Cooper likewise believes 
that the globus pallidus functions as a nonspecific 
facilitory influence in the production of abnormal 
movements in disease states of the central nervous 
system characterized by such phenomena.® 

Editor's Note: References may be obtained by writing the 
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NEW MEMBERS 


The JourRNAL takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Norman C. Bos, M.D. George Iturralde, M.D. 
2415 N. Main 1557 Lexington Ct. 
Hutchinson, Kansas Kansas City 10, Mo. 


William Brown, M.D. 
7501 Mission Rd. 
Shawnee Mission, Kansas 


Orval L. Hamm, M.D. 
Gardner Community Med. 


Vernon Kliewer, M.D. 
706 11th St., SW 
Independence, Kansas 


Gary M. Lee, M.D. 
342 Missouri St. 


Center 
Gardner, Kansas Lawrence, Kansas 
Kenneth E. Hedrick,M.D. William L. Matthew, M.D. 
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315 Wolcott Bldg. Olathe K 
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Hutchinson, Kansas 


George M. Hostetler, M.D. 
Hertzler Clinic 


John Patterson, M.D. 
6300 Glenwood 
Shawnee Mission, Kansas 


Halstead, Kansas 


Happy the man, and happy he alone, 

He who can call today his own: 

He who, secure within, can say: 

“Tomorrow, do thy worst, for I have liv’d today.” 
2 —Horace 
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Radiology 
(Continued from page 269) 


majority of cases it is due to a spontaneous cholecys- 
toenteric fistulous formation although one should 
keep in mind two less frequent entities: gas-forming- 
bacillus infection or an incompetent sphincter of 
Oddi.®: 1° Recently, Susman has emphasized the dif- 
ference in the appearance of gas in the biliary duct 
system and gas emboli in the portal vein. He states 
that in the former, ‘gas enters the major radicals and 
is prevented from entering the minor radicals by the 
continuous flow of bile’ while in the latter, ‘‘the 
bubbles are carried into the finer peripheral venous 
radicals in the liver by the centrifugal flow of portal 
venous blood” thus giving a totally different radio- 
graphic picture. 


Summary 
1. A case of gallstone obstruction of the sigmoid 
colon is reported. 
2. Some references to the literature concerning 
incidence of cholecystocolic fistula is made. 
3. The main interesting diagnostic features are 
discussed. 
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The President's Message 


Dear DOcrTor: 


These has been a steady dropping off in the number or 
applicants for entry into the medical schools of the Country 
during the past few years which the schools regret, as it 
limits their range of selectivity. This may be partly due to 
the constant threat of increasing socializing of medicine. 

Most young men taking up the study of medicine do 
not realize what a broad field of life work lies before him. 
He may later choose from many lines of professional 
activity, and having chosen and worked at it for a time, 
may see other more interesting possibilities, and make a 
complete or partial change. 

He may decide on General Practice, with its family 
doctor aspect, or may select any one of several dozen 
specialties. He may want to teach, or do research in some great 
university or in some industrial or commercial corporation. 
He may prefer to practice alone, or prefer to join a group. 
He may want to give his professional life to his Country 
in the army, navy, or some other branch of government 
activity. The work of the Church as a medical missionary 
may appeal to him. Post-graduate instruction is so available, 
especially here in Kansas, that he may easily keep up-to-date 
or study for different work in which he is interested, 
increasing the scope of his practice, or preparing to move 
to a different field of practice. 

In all the above suggestions, he should maintain his 
ethical and humanitarian standards, helping to preserve the 
glorious heritage of his profession and at all times aid in 
guiding and aiding the work of organized medicine, which 
if properly implemented should be a great bulwark of 
defence against those who are enemies of regular medicine. 


Fraternally yours, 


President 
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COMMENT 


The 102nd Annual Session of the Kansas Medical 
Society was concluded on Wednesday, May 3. It 
was during the meeting, and frequently since, re- 
ferred to as among the most successful annual ses- 
sions of all time. Perhaps many factors contributed 
to this. 

Not least among these must be listed as the plan- 
ning and preparation performed by R. K. Purves, 
M.D., of Wichita, General Chairman, his commit- 
tee, the members and the staff of the Sedgwick County 
Medical Society. Rarely has a meeting been so care- 
fully planned in advance and operated as smoothly 
as did this. Another reason surely is the excellence 
of the scientific program presented by outstanding 
physicians from various parts of the country. This 
program was obtained through the efforts of L. P. 
Cawley, M.D., of Wichita, and his committee. There 
were times when the meeting hall appeared filled. 

The business part of the annual session was con- 
ducted with precision by F. E. Wrightman, M.D., 
president. His innovation to appoint two reference 
committees created a greater degree of efficiency in 
the review of more than 60 individual resolutions 
introduced to the House of Delegates. L. S. Nelson, 
Jr., M.D., of Salina, and E. D. Yoder, M.D., of 
Denton, were chairmen of the two reference com- 
mittees, who together with members on those com- 
mittees performed a great service to the Society. 

The presentation of scientific exhibits was out- 
standing this year and the return of commercial ex- 
hibits met with approval of the members. Especially 
appreciated was the fact that all events were all under 
one roof and easily accessible. 

Perhaps the greatest factor in the success of this 
meeting is represented by the physicians who came 
from all parts of the state. A total of 510 members 
of the Kansas Medical Society registered at this meet- 
ing which, according to recent experiences is excel- 
lent. They brought 264 guests. And 210 Medical 
Assistants registered at their convention, immediately 
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preceding that of the Kansas Medical Society, and 
the Auxiliary registered 270, for a total of 1,254. 

Plans are already being made by the physicians of 
Wyandotte County for the 1962 annual session in 
Kansas City April 30 through May 2, and by the 
Saline Medical Society for the 1963 annual session 
May 6, 7, and 8. 


(The Division of Institutional Management of 
the State Board of Social Welfare prepared a state- 
ment of the functions and admission procedures of 
the eleven state institutions under its direction. This 
information will be published serially during the 
next several months.—Ed. ) 


State Hospitals for the Mentally Ill 


The three state hospitals for the mentally ill are: 
Larned State Hospital, Larned, Kansas; Osawatomie 
State Hospital, Osawatomie, Kansas; and Topeka 
State Hospital, Topeka, Kansas. All modern forms 
of psychiatric treatment are available at each hos- 
pital. 

The patient, patient’s estate, and parent, spouse 
or child of the patient, collectively or individually, are 
liable under the laws of Kansas for payment of 
charges for care and maintenance of patients in the 
three mental hospitals and the three institutions for 
the mentally retarded. The charge against the patient's 
funds or his estate is $28.00 per week, and the charge 
against the responsible relative is $12.00 per week. 
No patient is denied the services of the hospitals, 
however, solely because of inability to pay. 

For administrative purposes, the state is divided 
into three mental hospital districts, each of which 
serves approximately one-third of the Kansas popu- 
lation. The Larned State Hospital district includes 
47 counties in western Kansas; Osawatomie State 
Hospital serves 22 counties in southeast Kansas; and 
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Topeka State Hospital has a district covering 36 coun- 
ties in northcentral and northeast Kansas. 

Persons may be admitted to a state hospital who 
have lived in Kansas for one year continuously imme- 
diately prior to application for admission or com- 
mitment, except that in cases where residence cannot 
be determined or where a medical emergency exists, 
residence requirements may be waived. 

Three principal procedures are used to admit pa- 
tients to Kansas state mental hospitals—one volun- 
tary, and two through court process. Applications for 
all three types are sent to the Division of Institu- 
tional Management for processing. 

One type of admission procedures is voluntary 
application. The patient initiates the request for hos- 
pitalization by completing and signing the voluntary 
application form. No court record is made of such 
application. The patient states why he believes he 
needs hospitalization, and a physician, licensed to 
practice in Kansas, must attest that the applicant is 
in need of treatment, or the hospital superintendent 
may determine need for treatment. A voluntary appli- 
cation also may be completed after dismissal of a re- 
ferral application. Voluntary application forms are 
available in the office of the Division of Institutional 
Management, State Office Building, Topeka, Kansas ; 
or from county directors of social welfare. 

A voluntary patient may leave the hospital of his 
own volition, or may remain until discharged by the 
hospital staff. In the event that he wants to leave, 
he shall give notice in writing to the superintendent. 
He may not be held more than ten days after the 
presentation of such request. Usually, the patient is 
released immediately if he is not considered danger- 
ous to himself or to others; but if he is considered 
dangerous, action is then taken through the probate 
court to keep him in the hospital on a court com- 
mitment. 

The most common type of admission is the refer- 
ral, by the probate court, for psychiatric examination 
and evaluation. A petition for commitment is filed 
in the probate court of the county where the patient 
lives or where he is presently located. Upon receipt 
of the petition, the court may then refer the person, 
unless an immediate hearing is requested, to the hos- 
pital for an examination and evaluation. Referral 
applications are usually accompanied by a physician’s 
statement as to the patient’s need for examination 
and evaluation. Patients so referred may be detained 
by the hospital for a period not to exceed ninety 
days. At the close of the referral period, or sooner 
if examination is completed, a report is made by 
the hospital to the court. Upon receipt of the report 
and recommendation from the hospital, the court may 
either dismiss the petition or set the petition for 
hearing for commitment. 

The third type of admission procedure is formal 


court commitment, which now accounts for only a 
small percentage of the admission applications. In 
this procedure, the court may schedule a hearing for 
commitment on the filing of a complaint, or may re- 
fer the person to the hospital for evaluation, as shown 
above, and delay such commitment until a report 
has been received. At the hearing of a petition for 
commitment, the court has the authority to determine 
whether it is best for the patient to be present at’ the 
hearing, or not to be present; but in either case he 
shall be represented by counsel. If he has no counsel, 
the court shall appoint suitable counsel to represent 
him. 

The hearing may be before a commission of two 
licensed doctors of medicine who assist the court 
and file a report of their findings with the court. 
Trial by jury may be ordered, if demanded, in which 
case the jury consists of six persons, one of whom 
must be a licensed doctor of medicine. A formal 
court commitment results in the removal of civil 
rights from the patient. These rights are returned by 
the probate court upon approval of a petition for 
restoration, or upon a discharge as restored by the 
state hospital superintendent. 

Other state mental hospital admissions are criminal 
insane, sex deviate and drug addict cases. Larned 
State Hospital has a special maximum security section 
for the criminal insane where all such male patients 
are committed. Sex deviate and drug addict cases 
may go to the mental hospital serving the district 
in which the trial court is located, for psychiatric 
examination and evaluation. Persons convicted of any 
offense against public morals and decency relating to 
sex crimes in which perversion or mental aberration 
is or appears to be involved, or where the defendant 
appears to be mentally ill, may have sentence deferred 
until a report of mental examination can be secured 
to guide the judge in determining proper disposition 
of the defendant. In the case of any person charged 
with violation of the narcotic drug act, the judge, 
either before or after conviction, may defer sentence 
or trial until the report of mental examination is se- 
cured. The judge, after receipt of the mental exam- 
ination report, may then commit either sex deviate 
or drug addict cases to the State Hospital for the 
Dangerous Insane at Larned State Hospital for treat- 
ment, or may otherwise sentence them in accordance 
with the statute governing the crime. 

In addition to inpatient service, each of the three 
mental hospitals has an outpatient department which 
furnishes psychiatric examination and/or treatment 
facilities to patients who do not require hospitaliza- 
tion. In many cases the outpatient department also 
serves as a diagnostic and evaluation unit for patients 
newly admitted to the institution. Application for 
outpatient treatment services should be made directly 
to the hospital superintendent. 
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Sportsmen’s Events 


State Meeting, Wichita, May 1, 1961 


Although the elements conspired against them, 
with low temperatures, blustery winds and _inter- 
mittent rains, as large a group of sportsmen physi- 
cians as ever braved the weather turned out to match 
skills, renew old friendships, and swap tall tales. 

At the Ark Valley Gun Club 21 shooters turned 
in very respectable scores, led by Dr. George Gill, 
Sterling, perennial chairman of these events. 

A new event for fishermen, Fly and Bait Casting, 
was organized by Dr. Harold O'Donnell, Wichita. 

Under the very able guidance of Dr. Ralph Hale, 
Wichita, 134 golfers played at the Crestview Coun- 
try Club, where the annual Sportsmen’s Dinner was 
enjoyed in the evening by more than 200 physicians 
and guests. 

To continue the good work previously done by of- 
ficers of the Kansas State Medical Golf and Trap 
Shoot Assn., the following officers were elected for 
the coming year: 


Dr. William Crouch, Topeka 
Vice President Golf .... Dr. A. W. Bradford, Kansas City 
Vice President Trap .......... Dr. George Gill, Sterling 
Secretary-Treasurer ............. Dr. Fred Ford, Topeka 


GOLF AWARDS 


Championship Flight 


Ed Ashley, Chanute—$15 Gift Certificate, Woolf's 
Clothing, Wichita and Tiophy, Duffens Optical 
Topek a 

2nd Lo Gross: H. i Bunker, Jr., Junction City—Scotch Cooler, 

Burroughs Wellcome 

3rd Lo Gross: Ralph Hale, Wichita—$15 Gift Certificate, McCor- 

mach’s Corset Shop, Wichita 

4th Lo Gross: ba Gsell, Wichita—$15 Gift Certificate, White 

abs 

5th Lo Gross: Penny Jones, Lawrence—$10 Gift Certificate, Coe 

Surgical, Wichita 
6th Lo Gross: Bob Norris, Wichita—Gold Golf Ball, Mead Johnson 


Winner: 


1st Lo Net: Jack Coyle, Coffeyville—Tro hy, Golf Assn. 
2nd Lo Net: Kansas ity—Clock, Hoffman, 
aRoch 
3rd Lo Net: ie Tiller, Wichita—$5 Gift Certificate, Cooper’s, 
ic 
4th Lo Net: Bill oll Wichita—Shaving Lotion, Hawk Phar- 
macy, Wichita 
5th Lo Net: ar = Lattimore, Topeka—Gold Golf Ball, Mead 
Johnson 


First Flight 


Winne C. A. Goodpasture, Wichita—Trophy, Golf Assn. 
2nd Ee Gross: W. D. Pitman, Pratt—Doctor’s Bag, Goetz-Niemer, 
Wichita 
3rd Lo Gross: ne peemenet, Emporia—Sportsman’s Light, Eli 
illy 
4th Lo Gross: oe Knapp, Wichita—Cross Pen, U. S. Vitamin 


5th Lo Gross: Don cain Stillwater, Oklahoma—Gold Golf Ball, 
Mead Johnson 


1st Lo Net: Harry Hidaka, Wichita—12 golf balls, razor, 
Hawk Pharmacy, Wichita 

2nd Lo Net: L. E. Knapp, Wichita—Clock, Geigy Corp. 

3rd Lo Net: Joseph, Lawrence—12 Pitman 


4th Lo Net: MJ. "eten: Sabetha—3 golf balls, Eli Lilly 
5th Lo Net: Vern Minnick, Junction City—Gold Golf Ball, 
Mead Johnson 


a 


Winner: 


2nd Lo Gross: 
3rd Lo Gross: 
4th Lo Gross: 
5th Lo Gross: 


Ist Lo Net: 
2nd Lo Net: 


3rd Lo Net: 
4th Lo Net: 


5th Lo Net: 


Winner: 


2nd Lo Gross: K 
3rd Lo Gross: 
4th Lo Gross: 


ist Lo Net: 
2nd Lo Net: 
3rd Lo Net: 
4th Lo Net: 


Winner: 


2nd Lo Gross: 
3rd Lo Gross: 
4th Lo Gross: 
5th Lo Gross: 


Ist Lo Net: 


2nd Lo Net: 
3rd Lo Net: 


4th Lo Net: 


Blind Bogey: 


Winner: 
2nd 


3rd 


Winner: 


Second Flighi 


Harry Lazar, Wichita—Trophy, Golf Assn. 

Chas. Fleckenstein, Onaga—Silver cream and sugar 
set, Smith, Kline & French 

—. Marshall, Colby—Pocket light, Munn’s Med- 
ical Supply 

Tom Dechario, Westmoreland, Medical Almanac, 
Saunders 

Robert Wilson, Wichita—3 golf balls, Eli Lilly 


ip - Gough, Chanute—-6 golf balls, Doho Chemical 


a Lance, Wichita—Shaving Lotion, Hawk Phar- 
macy 

Don Cronin, Wichita—12 glasses, Pitman Moore 

Frank Brosius, Wichita—Pocket light, Munn’s 
Medical Sup., Topeka 

Gene Enns, Newton—3 golf balls, Eli Lilly 


Third Flight 


Wier Pierson, McPherson—Trophy, Golf Assn. 
E Hedrick, Hutchinson—Sport’s seat, Wash- 
“ington National Insurance Co. 
Norman Bos, Hutchinson—Shaving lotion, Mauie 
Drug Co., Wichita 
Harold Hyndman, Wichita—Pocket light, Munn’s 
Medical, Topeka 


Tom Hurst, Wichita—Wallet, Maule Drug Co., 
Wichita 

Jack Moseley, Wichita—6 golf balls, Crank’s Drug 

o., Wichita 

Joseph see Winfield—3 golf balls, Crank’s 
Drug ce Wichita 

Jerry Tenaker, Wichita—3 golf balls, Crank’s Drug 
Co., Wichita 


Fourth Flight 


Arlo Edmonson, Wesley Hosp.—Trophy, Golf Assn. 
R. L. Krause, Goessel—Golf club head mitts, Ortho 
Geo. Mastio, Wichita—6 golf balls, Poythress 
Ernest Moser, Holton—3 golf balls, Poythress 

Bert Stofer, Wichita—3 golf balls, Poythress 


Dean Stucky, Wesley Hosp.—Ice Crusher, Crank’s 
Drug Store, Wichita 

Findley Law, Ellsworth—6 golf balls, Eaton Labs. 

Marion Nunemaker, Hutchinson—3 golf balls, 


Eaton Labs. 
Allen Sanders, Wichita—3 golf balls, Eaton Labs. 


Cliff Mullen, Kansas City—Blender, Archer Phar- 
macy, Wichita 


TRAP AND SKEET AWARDS 
Trap 
Ed Brinton, Wichita 


W. A. Smiley, Junction City 
Geo. Gill, Sterling 


Skeet 


C. L. Seuka, Wichita, and Dr. Neiberg, Kansas 
City, Tie for first 


FISHERMEN’S FLY CASTING 


ae M. Morgan, Emporia—Trophy, Golf Assn. 
L. Francis, Wichita—Spinning reel, Crank’s Drug Store, 


Wichita 


Wm. Scales, 


Hutchinson—$5 Gift Certificate, Miller-Hughes 


Marine, Wichita 
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Editor’s Annual Report 


Read at the First Session, House of Delegates 


The first meeting of the House of Delegates of the 
Kansas Medical Society for the 1961 Annual Session 
was held on Monday, May 1, 1961 at the Broadview 
Hotel, Wichita. 

Dr. Orville R. Clark, Editor, read his annual re- 
port presented as follows: 

“In the past year the JOURNAL has continued most 
of the same policies and there have been no radical 
changes in format. The total pages of text material 
(exclusive of advertising) was increased a little over 
1959 (632 compared to 576) which I believe is 
principally in the category of reports of the work of 
committees and other activities of the Society. The 
usual number of original articles, clinical pathological 
conferences, tumor conferences and student theses 
have been published, and I want to take this op- 
portunity to thank all who have contributed to these 
papers for their participation. 

Financially, the JOURNAL is again on the good side 
of the balance line, thanks to a generous amount of 
advertising. Details and figures will not be given 
here, but are available for any member who cares to 
have them. As a means of returning to the Society a 
part of that portion of your KMS dues which pay for 
your subscription to the JOURNAL, we have repaid 
$5,698.01, which had once been advanced to the 
JouRNAL by the Society in less sunny days, and have 
purchased or replaced about $1,300 worth of office 
equipment for the Society. Since the JOURNAL is 
actually a committee of the Society, this is a logical 
procedure, and reduces the Society’s expenses ac- 
cordingly. 

It is apparent that advertising revenue will be less 
in 1961, than in 1960. This is not a situation peculiar 
to the JOURNAL, or even to state medical journals as 
a whole, but affects almost all medical publications, 
state and national alike. It reflects the more conserva- 
tive attitude of the pharmaceutical manufacturers and 
distributors resulting from the Senate investigation of 
the industry last year, which criticized severely the 
expenditure of large amounts of money for promo- 
tion. It also reflects the fact that fewer new prepara- 
tions were introduced, and so there is less advertising 
for that purpose. 

We are proud to have included the printing of 
reproductions of color photographs in one article 
during the year, and were flattered by their reproduc- 
tion in one of the nationally distributed publications. 
Though such illustrations are expensive, they add a 
great deal to the article being illustrated. 


I have, in previous years, mentioned our concern 
about a shortage of papers available for publication. 
This condition has not improved, and were it not for 
the large number of papers we received from the Uni- 
versity of Kansas Medical Center (which amounted 
to 44 per cent of the total for the year), we would 
indeed be in serious trouble. The support of the 
JOURNAL by our Medical School is probably to be 
expected, but I would indeed be remiss if I did not 
express appreciation for the excellent rapport which 
we enjoy with the Medical Center—and I say this in 
spite of the fact that they took our Miss Pauline 
Farrell from us two years ago! 

The Editorial Board is made up of the same mem- 
bers who have served so well for several years—Drs. 
David E. Gray, Richard Greer, Dwight Lawson, and 
John A. Segerson. It has been a pleasure to have had 
their association in this work. One could ask for no 
more than they have unselfishly and unfailingly done, 
and it has required a good many hours for the reading 
and editing of manuscripts and for conferences re- 
garding the JOURNAL affairs. I want to thank each 
one of them once more. 

I also want to thank Dr. Jesse D. Rising for the 
tremendous contribution which he has made during 
his first year as official representative of the JOURNAL 
at the University of Kansas Medical Center. The 
wonderful KUMC issues of March, and the ex- 
cellent papers we have had from the University, both 
speak his praise. 

As most of you know, Dallas Whaley, who had 
been with the JOURNAL and the Society since May, 
1959, left our office to join the staff of the Sedgwick 
County Medical Society on January 1. We wish him 
well in this new situation, for which he is well pre- 
pared. Mrs. Betty Marsh joined the JOURNAL staff 
as Managing Editor and Advertising Manager in 
January, 1961, and has already proved herself a per- 
sonable, capable and cooperative individual, and we 
hope that her tenure here will be a long one. 

The term of my appointment to the Editorial 
Board, and that of Doctor Greer, expire at this 
meeting, and it will be the responsibility of the 
Council to make appointments for these places. 

As the future of scientific meetings of state so- 
cieties has been questioned, so has the future of 
state medical journals been questioned. I hope that 
the competition of the national and specialty journals 


(Continued on page 282) 
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Annual Meeting 


Officers Elected and Specialty Group Sessions 


The 102nd annual meeting of the Kansas Medical 
Society, held in Wichita, May 1-3, was attended by 
510 members of the Society. Also registered for the 
session or affiliate meetings were 264 guests, 210 
members of the Kansas Medical Assistants’ Society, 
270 members of the Woman’s Auxiliary to the Kan- 
sas Medical Society, and 150 members and guests 
of the Kansas Society of Medical Technologists and 
the Kansas Society of Pathologists. 

The program. announced in the April issue of the 
JOURNAL was presented. The annual banquet was 
highlighted by the administration of oath of office 
as president for 1961-1962 to Dr. H. M. Glover, 
Newton, with Dr. F. E. Wrightman, Sabetha, pre- 
siding. Entertainment was furnished by the Boeing 
Stratosingers of Wichita, a mixed chorus presentation 
of fifty-five voices. 


Officers for 1961-1962 


Dr. H. M. Glover, Newton 
President-Elect ............. Dr. N. L. Francis, Wichita 
Immediate Past President ... Dr. F. E. Wrightman, Sabetha 
First Vice President .... Dr. H. Clair O'Donnell, El/sworth 
Second Vice President ........ Dr. J. C. Mitchell, Salina 
Constitutional Secretary .... Dr. Leland Speer, Kansas City 
Dr. J. L. Lattimore, Topeka 
A.M.A, Delegate, 1961-1963 ...... Dr. L. R. Pyle, Topeka 


Dr. Glenn R. Peters, Kansas City 

A.M.A. Delegate, 1962-1964 .... Dr. G. F. Gsell, Wichita 

A.M.A. Alternate, 1962-1964 .. Dr. Wm. J. Reals, Wichita 


Councilors for 1961-1962 


1. Dr. Emerson D. Yoder, Denton, term expiring 1963 
2. Dr. Joseph W. Manley, Kansas City, 1964 
3. Dr. George R. Maser, Mission, 1963 

4. Dr. Dick B. McKee, Pittsburg, 1964 

5. Dr. Ralph G. Ball, Manhattan, 1963 

6. Dr. James A. McClure, Topeka, 1962 

7. Dr. J. L. Morgan, Emporia, 1962 

8. Dr. J. Gordon Claypool, Howard, 1963 

9. Dr. J. C. Mitchell, Salina, 1963 

10. Dr. John N. Blank, Hutchinson, 1962 

11. Dr. William J. Reals, Wichita, 1964 

12. Dr. Albert C. Hatcher, Wellington, 1962 
13. Dr. A. M. Cherner, Hays, 1964 

14. Dr. Clair J. Cavanaugh, Great Bend, 1964 
15. Dr. Evan Williams, Dodge City, 1964 
16. Dr. Edward F. Steichen, Lenora, 1962 
17. Dr. J. O. Austin, Garden City, 1963 


Editorial Board 

Dr. Orville R. Clark, chairman of the Editorial 
Board and Editor of the JOURNAL, was reappointed to 
both positions at a meeting of the Council held in 
Wichita on May 3 following the last House of Dele- 
gates. Dr. Richard Greer was also reappointed to a 
three-year term on the Board. Serving with them are 


Dr. David E. Gray and Dr. Dwight Lawson, whose 
terms will expire in 1962; and Dr. John A. Segerson, 
whose term will expire in 1963. All five are Topeka 
physicians. 


Blue Shield 


Dr. James B. Fisher, Wichita, was re-elected Presi- 
dent of the Kansas Blue Shield at a meeting held 
during the past state meeting. All other officers were 
also re-elected: Dr. E. Burke Scagnelli, Dodge City, 
first vice-president; Dr. Robert K. Purves, Wichita, 
second vice-president; and Dr. Charles S. Joss, To- 
peka, secretary. The next annual meeting of Kansas 
Blue Shield will be held the Sunday preceding the 
Society’s annual meeting in the same town. 


E.E.N.T. Section 


Elected to serve as officers of the E.E.N.T. Section 
of the Kansas Medical Society for the coming year, 
are: Dr. Charles McCoy, Hutchinson, president; Dr. 
Ruth Montgomery-Short, Halstead, vice-president ; 
Dr. Larry Calkins, Kansas City, secretary. The Coun- 
cil representative elected is Dr. Cliff Mullen, Kansas 
City and his alternate is Dr. Byron Ashley, Topeka. 
The Delegate is Dr. Charles McCoy, Hutchinson and 
his alternate is Dr. Fred Bosilevac, Kansas City. The 
Section will hold a business meeting in conjunction 
with the Society’s 1962 meeting in Kansas City. 


Woman’s Auxiliary to the 
Kansas Medical Society 


Mrs. William Braun, Pittsburg, was installed as 
president of the Woman's Auxiliary to the Kansas 
Medical Society at the organization’s annual con- 
vention in Wichita, May 1-3. Other officers elected at 
that session were: Mrs. H. Lee Barry, Wichita, presi- 
dent-elect; Mrs. Virgil Brown, Sabetha, first vice- 
president; Mrs. R. H. O'Neil, Topeka, second vice- 
president; Mrs. Lyle G. Glenn, Protection, third vice- 
president; Mrs. E. Burke Scagnelli, Dodge City, 
fourth vice-president; Mrs. Lee H. Leger, Kansas 
City, recording secretary; Mrs. Maurice Stock, Pitts- 
burg, corresponding secretary; and Mrs. John B. 
Jarrott, Hutchinson, treasurer. Their next annual ses- 
sion will be held in conjunction with the Society’s in 
Kansas City. 


Kansas Medical Assistants’ Society 


The 21st annual meeting of the Kansas Medical 
Assistants’ Society was held in Wichita, April 29, 30, 
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May 1. At the business session the group installed the 
following officers: Virginia Brand, Lawrence, presi- 
dent; Norma Pryor, Wichita, president-elect; Kay 
Bradford, Lawrence, first vice-president; Helen Dill- 
man, Winfield, second vice-president ; Dorothy Gunn, 
Great Bend, treasurer; and Manetta Koepsel, Wichita, 
secretary. The next annual meeting will be held in 
Kansas City, starting two days before the Kansas Med- 
ical Society's annual meeting. 


Kansas Radiological Society 


At the annual meeting of the Kansas Radiological 
Society held February 20, 1961, the following officers 
were elected: President, Lewis G. Allen, M.D., Kan- 
sas City; Vice-President, Richard F. Connard, M.D., 
Emporia; Secretary-Treasurer, Roger K. Wallace, 
M.D., Manhattan. 


Kansas Pediatric Society 


The following officers were named by the Kansas 
Pediatric Society: William H. Crouch, M.D., Topeka, 
President ; Dr. Richard Dreher, Salina, Vice-President ; 
and Antoni M. Diehl, Kansas City, Secretary-Treas- 
urer. Their next meeting will be in Emporia on 
September 9. 


Kansas Academy of General Practice 


The president of this organization is J. Allen 
Howell, M.D., Wellington. Dr. Gaylord P. Neigh- 
bor, Kansas City is president-elect; Dr. Norman H. 
Overholser, El Dorado, vice-president; and Dr. Clyde 
W. Miller, Wichita, secretary-treasurer. This group 
will hold its next annual meeting in Wichita, Oc- 
tober 3, 4, 5, 1961. 


Kansas Members of the American 
College of Physicians 


Dr. Fred J. McEwen, Wichita, is serving the sec- 
ond year of his three year term as the Governor for 
Kansas to the American College of Physicians. Their 
next annual meeting will be held in Emporia on Feb- 
ruary 23, 1962. 


Kansas Society of Clinical Hypnosis 


Earl R. Sheets, D.D.S., has been elected president 
of this Chapter. Serving with him are Dr. Hugh D. 
Riordan, Wichita, vice-president; Dr. M. M. Tinte- 
row, Wichita, secretary; and Dr. E. B. Struxness, 
Hutchinson, treasurer. The annual meeting is held in 
conjunction with the American Society of Clinical 
Hypnosis. This will be held in St. Louis on October 
26, 27, 1961. 


Kansas Chapter of the American 
College of Surgeons 


Dr. H. S. O’Donnell, Ellsworth, was elected presi- 
dent at the last annual meeting of the Kansas Chap- 
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ter of the American College of Surgeons. Dr. William 
Valk, Kansas City, was elected vice-president; and 
Dr. Robert Myer, Newton, is secretary-treasurer. Their 
next annual meeting is scheduled for October, 1961. 


‘Kansas Society of Medical Technologists 


Sister Mary Dolorita (Mohr), MT (ASCP), Wich- 
ita, was installed as president of the Kansas Society 
of Medical Technologists at the annual convention in 
Wichita, May 2-3. Other officers are: Delbert Bonnel, 
MT(ASCP), Topeka, vice-president; Doris Haun, 
MT(ASCP), Salina, secretary; and Kenneth Davis, 
MT(ASCP), Dodge City, treasurer. The next annual 
meeting site will be Kansas City at the same time as 
the Kansas Medical Society's meeting. 


The Kansas Society of Pathologists 


Dr. John E. Johnson, Kansas City, was installed as 
president of the Kansas Society of Pathologists at the 
annual convention in Wichita on May 2-3. Dr. Leo 
P. Cawley, Wichita, will remain as Secretary-Treas- 
urer. The ballots for the President-Elect had not yet 
been counted at press time. The next annual meeting 
will be in Kansas City at the same time as the Society’s 
meeting. 


Kansas Chapter of the American College 
Of Chest Physicians 


The following officers were named by the Kansas 
Chapter of the American College of Chest Physicians 
at their annual meeting: Dr. Benjamin M. Matassarin, 
Wichita, president; Dr. John G. Shellito, Wichita, 
vice-president; Dr. John L. Morgan, Emporia, secre- 
tary-treasurer. 

The Chapter held its annual meeting in conjunc- 
tion with the Society’s state meeting in Wichita. They 
plan to hold their next meeting with the Society in 
Kansas City in 1962. 


Kansas Psychiatric Society—District Branch 
Of American Psychiatric Association 


At its spring meeting the Kansas District Branch 
of the American Psychiatric Association elected to 
the office of president Dr. R. F. Schneider, Kansas 
City. Serving with Dr. Schneider are Dr. Frank H. 
Harris, Wichita, president-elect; Dr. R. E. Reinert, 
Topeka, secretary; and Dr. William H. Robinson, 
Topeka. The Branch’s next meeting is scheduled in 
the fall. The date and place to be determined. 


Kansas Obstetrical Society 


Arnold H. Baum, M.D., Dodge City, was elected 
president at the last meeting of the Kansas Obstetrical 
Society in March, 1961. President-Elect is David 
Gray, M.D., Topeka; Vice-President is Galen W. 
Fields, M.D., Scott City; and Secretary-Treasurer is 
Jack Schroll, M.D., Hutchinson. Their next meeting 
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will be in November in Kansas City in conjunction 
with the Annual OB-Gyn. Course. 


Kansas Orthopedic Club 


Dr. John Jarrott, Hutchinson, reports that the 
Kansas Orthopedic Club officers remain the same as 
last year with himself as president; and Dr. Henry 
O. Marsh, Wichita, secretary-treasurer. The Club 
plans to hold a meeting the latter part of September in 
Topeka. 


Kansas Society of Anesthesiology 


At the annual meeting of the Kansas Society of 
Anesthesiology the following officers were elected: 
Dr. Ray T. Parmley, president, Wichita; Dr. Wray 
Enders, vice-president, Kansas City; Dr. Robert 
Robinson, secretary, Wichita; and Dr. Joyce R. Sum- 
ner, treasurer, Wichita. Their next meeting will be 
in the early fall. The exact time and place have not 
been decided. 


Editor’s Annual Report 
(Continued from page 279) 


for quality papers will not be so great that it will 
crowd out the scientific portion of the various state 
journals—and more particularly of the JOURNAL OF 
THE KANSAS MEDICAL Society. For your cooperation 
and support in past years I thank you, and in the 
same breath I ask you to continue it in an increasing 
amount in the future. There is available in the state 
a great deal of interesting clinical material and clinical 
experience, and we would like to see reports of more 
of it in the JOURNAL. 
Respectfully submitted, 


Owille R Gd, MD, 


Editor” 


Tumor Conference 
(Continued from page 266) 


that the tumor we have demonstrated today also repre- 
sents the ultimate response to a chronic inflammatory 
process which was limited to a single segment. Our 
final diagnosis is adenocarcinoma of proximal bron- 
chiolar origin, probably multifocal. 

Dr. Tice: I had always been of the impression 
that bronchiolar carcinoma usually involved the en- 
tire lung. 

Dr. Mantz: We do not feel that this case is typical 
of alveolar cell or terminal bronchiolar carcinoma. 
Alveolar cell carcinoma most likely begins in the 
terminal bronchioles and extends into the alveoli and 
frequently is diffuse. Three morphologic forms have 
been described; 1) the single, small nodule variety, 
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2) the multinodular variety and 3) the diffuse variety. 
It is apparent now that these three types are merely 
variations in degree of extension from a single pri- 
mary lesion. We feel that the carcinoma in this case 
originated in the more proximal portion of the bron- 
chioles. 

Student: What is the prognosis for this patient? 

Dr. Mantz: I would suspect that it is quite good. 
This lesion is entirely different from the ordinary 
bronchogenic carcinoma. Subsequent events may, of 
course, prove me entirely wrong, but I believe this 
patient’s chance for survival is good. 

Dr. Reiger: I think that even if this were histo- 
logically a less favorable tumor the chance for a five 
year survival would still be good in view of the ab- 
sence of lymph node involvement and the lack of ex- 
tension of the tumor to the pleura. 

Dr. Foret: Since this tumor appears to be of multi- 
focal origin, what will prevent the same factors which 
caused it from operating in the remainder of the right 
lung or in the left lung to produce similar lesions? 

Dr. Mantz: My opinion is that this carcinoma is 
truly secondary to the atypical bronchiolar hyperplasia 
of chronic inflammation and is limited to the area in 
which the chronic inflammation occurred. A careful 
and extensive examination of the remainder of the 
lobe failed to disclose any evidence of significant in- 
flammation or bronchiolar epithelial hyperplasia. 

Dr. Fink: Do you equate the papillary atypical 
bronchiolar epithelial hyperplasia with the tumorlets 
of the British authors? 

Dr. Mantz: I believe the tumorlets are a neoplastic 
exaggeration of exactly the same process. These micro- 
scopic epithelial nodules can be found not infrequent- 
ly at autopsy in areas of chronic fibrosing pneumo- 
nitis, usually in a subpleural location, or at the border 
of healing infarcts. 

Dr. Fink: The present case suggests that these 
lesions need not always be entirely benign, but may 
under same undefined circumstances have dangerous 
potentialities. 
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As soon as a wife presents her husband with a 
child, her capacity for worry becomes acuter; she 
hears more burglars, she smells more things burning, 
she begins to wonder, at the theater or the dance, 
whether her husband left his service revolver in the 
nursery.—James Thurber 
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Official Proceedings 


Report of 1961 Meeting of the House of Delegates 


The transactions of the 102nd Annual Session will 
be published in this and the July issue of the Jour- 
NAL. 

Included are all resolutions in numerical order as 
they were adopted by the House of Delegates. Elimi- 
nated from the minutes as preserved in the executive 
office are such things as who made the motions, the 
discussion, amendments, and the many formalities of 
the meeting. Since these do not reflect Society policy, 
the proceedings will list only the resolutions in the 
form in which they were adopted. 

In several instances two or more resolutions were 
applied to similar subjects. These were combined by 
reference committees into one. A few resolutions 
were not adopted. Those are not recorded in this re- 
port. 

RESOLUTION NO. 1 


Councilor Reports 


WHEREAS, each of the 17 councilors reported the 
activities of interest to medicine in his district, and 

WHEREAS, each councilor attended numerous meet- 
ings during the year and has well directed the affairs 
of medicine within his district, therefore 

Be It Resolved that the House of Delegates express 
its gratitude to the councilors of the Kansas Medical 
Society for their efforts, and 

Be It Further Resolved that the reports of the 
councilors be accepted. 


RESOLUTION NO. 2 


Blue Shield 


WHEREAS, James B. Fisher, M.D., president of 
Blue Shield, has prepared an excellent and an en- 
lightening report which is published in the handbook 

Be It Resolved that the president and the Board of 
Trustees and the staff of Kansas Blue Shield be com- 
mended for their efforts and that the report be ac- 


cepted. 
RESOLUTION NO. 3 


Blue Shield Special Projects 


WHEREAS, the report of the president of Kansas 
Blue Shield reviews a special plan developed by the 
medical society of Butler County, and 

WHEREAS, new programs in Blue Shield can be 
developed only as pilot studies are undertaken, and 

WuEREAS, this House of Delegates in a previous 
session recommended that each county medical so- 


ciety desiring to do so is encouraged to explore with 
Blue Shield pilot plans to be operated within: the 
county after approval has been obtained from the 
county medical society involved, therefore 

Be It Resolved that this House of Delegates again 
approve its previous action and again encourage 
county medical societies to explore new services and 
new plans for Blue Shield which, if approved, may 
then be placed into operation within the county in- 
volved. 

RESOLUTION NO. 4 


Council—60 Year Awards 


WHEREAS, there are numerous physicians who 
achieve fifty (50) years of active practice, and 

WHEREAS, this anniversary is generally commemo- 
rated by the local medical society to which he belongs 
and by the community in which he practices, and 

WHEREAS, there are few physicians who achieve 
60 years of practice 

Be It Resolved that the Kansas Medical Society 
shall prepare a parchment suitable for framing on 
which will be placed the seal of the Kansas Medical 
Society and which will be signed by the president and 
secretary of the Kansas Medical Society, and 

Be It Further Resolved that such parchment shall 
annually be given to those physicians as they reach 
their 60th anniversary of practice upon the recom- 
mendation of the component medical society to which 
they belong or upon the recommendation of the 
Council, and 

Be It Further Resolved that such presentation be 
made at the time of the Annual Banquet. 


RESOLUTION NO. 5 
Council—Blue Cross Board 


WHEREAS, the Blue Cross Board annually requests 
the Kansas Medical Society to name four (4) phy- 
sicians on the Blue Cross Board of Trustees, and 

WHEREAS, the term of L. W. Reynolds, M.D., 
Hays, expires this year but he is eligible for re-election 
for another three-year term, and 

WHEREAS, H. Preston Palmer, M.D., Scott City; 
W. J. Reals, M.D., Wichita, and G. S. Ripley, Jr., 
M.D., Salina had served two consecutive terms and 
are not eligible for reappointment 

Be It Resolved that Dr. L. W. Reynolds of Hays 
be appointed for a second three-year term, and 

Be It Further Resolved that Dr. L. P. Cawley of 
Wichita, Dr. L. W. Patzkowsky of Kiowa, and Dr. 
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Donald Wald of Salina be appointed for a three-year 
term on the Blue Cross Board of Trustees. 


RESOLUTION NO. 6 


Council—Governor’s Commission on 
Indigent. Health Care 


WHEREAS, a special advisory commission to present 
recommendations on health care for the indigent has 
been appointed by the Governor of Kansas, and 

WHEREAS, he appointed from seven (7) nomina- 
tions given him by the Kansas Medical Society: Drs. 
G. E. Burket, Jr. of Kingman, T. P. Butcher of Em- 
poria, J. L. Lattimore of Topeka, and L. R. Pyle of 
Topeka, and 

WHEREAS, these physicians performed a great 
service to the Medical Society in the preparation of a 
plan that was approved by the Advisory Commission, 
and 

WHEREAS, this plan was not accepted by the Kansas 
Legislature 

Be It Resolved that the House of Delegates ex- 
press its gratitude to the four (4) physicians for 
their efforts, and 

Be It Further Resolved that the House of Delegates 
send an expression to the Governor of the State of 
Kansas of the willingness of the Kansas Medical So- 
ciety to continue its efforts to provide the indigent of 
Kansas with adequate health care, and 

Be It Further Resolved that such communication 
recommend the continued effort of the Advisory Com- 
mission to successfully conclude its task. 


RESOLUTION NO. 9 


Study of Anesthetic Deaths 


WHEREAS, during the first eight (8) months of 
1960, the Kansas Department of Vital Statistics notes 
five (5) deaths attributed to anesthesia, and 

WHEREAS, the Committee on Maternal Welfare 
has for some time reviewed maternal deaths with the 
result that such statistics are improving, therefore 

Be It Resolved that the Committee on Anesthesiol- 
ogy be authorized to inaugurate a study on anesthetic 
deaths in which physicians will be requested to volun- 
tarily cooperate. 


RESOLUTION NO. 10 
Woman’s Auxiliary 


Be It Resolved that when it becomes necessary to 
mobilize opinion on legislation, both national and 
state, information shall be provided by the Kansas 
Medical Society to the members of the Woman’s 
Auxiliary suggesting that they individually correspond 
with their respective legislators or persons involved 
in the legislative process. 


a 


RESOLUTION NO. 11 


Child Welfare—Expansion of Crippled 
Children’s Services 


WHEREAS, a number of chronic disabling condi- 
tions in children, such as deafness, congenital mal- 
formation of the esophagus, stomach and intestines, 
fibrocystic disease of the pancreas and so forth are not 
currently covered by any state agency, and 

WHEREAS, most states have expanded the definition 
of a crippled child under the Crippled Children’s 
Commission to include more medical conditions, and 

WHEREAS, the State Board of Health urges a 
change in the definition of eligibility under the 
Crippled Children’s Commission 

Be It Resolved that the Committee on Child Wel- 
fare review services to handicapped children and te- 
port its recommendations to the next session of the 
House of Delegates. 


RESOLUTION NO. 12 


Committee on Conservation of Eyesight 
Visual Standards for Drivers’ Licenses 


WuerEAs, the 1961 Legislature introduced a bill 
to require an applicant for drivers’ licenses of motor 
vehicles to present evidence of visual fitness after the 
ages 40, 50, 60 and every two (2) years after age 65, 
and 

WHEREAS, this bill did not pass, and 

WHEREAS, there appears to be legislative concern 
with this problem, and 

WHEREAS, vehicle accidents constitute one of the 
nation’s largest unsolved health hazards—with 37,000 
or more people killed outright, approximately 400,000 
permanently physically or mentally impaired in some 
way, and over one million will be temporarily disabled 
in the current year, and 

WHEREAS, the accident ratio will correlate more 
closely with records of contact in: (1) adult court, 
(2) juvenile court, (3) credit bureau ratings, (4) 
social service agencies, (5) public health clinics, (6) 
venereal disease clinics, and (7) blood alcohol con- 
tent, then with visual acuity, and 

WHEREAS, it is the opinion of the ophthalmologists 
of Kansas that visual acuity is only one standard upon 
which driving efficiency should be judged, therefore 

Be It Resolved that the Committee on Conservation 
of Eyesight, with the cooperation of the Section on 
E.E.N.T., be authorized to study and recommend to 
the next session of the House of Delegates an outline 
of satisfactory visual acuity standards that can be 
presented to the 1963 session of the Kansas Legisla- 
ture for inactment, and 

Be It Further Resolved that the House of Delegates 
recommend to the Committee on Mental Health, the 
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Committee on Safety, and whatever other committees 
might appropriately do so, to study other physical, 
mental and emotional standards that might be in- 
cluded in an examination to be required of drivers, 
and 

Be It Further Resolved that all such recommenda- 
tions be combined, after approval by the House of 
Delegates next year, into one recommended action for 
the 1963 Kansas Legislature. 


RESOLUTION NO. 13 


Committee on Conservation of Eyesight— 
Glaucoma Surveys 


WHEREAS, the Division of Services for the Blind 
under the State Board of Social Welfare with the ap- 
proval and cooperation of the Committee on Con- 
servation of Eyesight has, over a number of years, 
conducted glaucoma surveys to establish the incidence 
of glaucoma, and 

WHEREAS, such surveys have established a trend as 
to the incidence of glaucoma in the general populace 
to the extent that further glaucoma surveys will not 
be required, and 

WHEREAS, the Committee on the Conservation of 
Eyesight has been and continues to be available to the 
Department of Social Welfare, Division of Services 
for the Blind, for medical consultation and care of 
eye problems that come before the. Division for the 
Blind, and 

WHEREAS, eye examinations carried out at glau- 
coma surveys are incomplete and could be carried out 
more efficiently in the offices of medical doctors, there- 
fore 

Be It Resolved that the House of Delegates of this 
Session approve the recommendation of the Com- 
mittee that these surveys under the auspices of the 
Committee on the Conservation of Eyesight be 
terminated, and 

Be It Further Resolved that physicians be encour- 
aged to include the taking of eye tension as a part of 
the physical examination. 


RESOLUTION NO. 14 
Committee on Constitution and Rules 


Therefore Be It Resolved: That By-Laws Chapter 
V, Section 3, Page 14 be amended to read: 


Section 3. Each component society having made 
its annual report and paid its assessments as 
provided in this Constitution and By-Laws shall 
elect ONE DELEGATE (1) and ONE ALTER- 
NATE (1) to the House of Delegates for each 
TWENTY (20) MEMBERS and major fraction 
thereof, PROVIDED, that each component single 
county society shall be entitled to at least one dele- 
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gate and one alternate, and Provided further that 
each COMPONENT MULTI-COUNTY Society 
having membership less than 75 shall be entitled to 
elect one delegate and one alternate, PLUS one 
delegate and one alternate for each TEN (10) 
members and major fraction thereof on the mem- 
bership roll. It shall be the duty of the secretary of 
each component society to send a list of the dele- 
gates and alternates to the Executive Secretary of 
this Society at least thirty days prior to each session. 


RESOLUTION NO. 15 
Committee on Constitution and Rules 


Be It Resolved: That By-Laws Chapter VI, Section 
1, Line 13, Page 17 be amended as follows: 


Strike out the word “and” before the words 
“delegate elect’ and insert a comma (,) and the 
words “and an alternate delegate’ and further in 
Lines 15 and 16 strike out the words ‘‘and alter- 
nate delegate to the American Medical Associa- 
tion.” 


RESOLUTION NO. 16 
Committee on Constitution and Rules 


Be It Resolved: That By-Laws Chapter VIII, Sec- 
tion 15, Page 23 be amended to read: 


Section 15. The EXECUTIVE SECRETARY 
shall notify each component society of each Coun- 
cilor District at least three months in advance of 
the annual session at which a new councilor term 
begins for that district. A meeting of the com- 
ponent societies of a district may be held or a poll 
taken prior to the annual session to determine a 
Councilor to be recommended for the new term, 
and the Councilor shall be elected by a caucus of 
the delegates present from the several component 
societies of the district as required by the Constitu- 
tion (Article IX, Section 3). The results of the 
caucus shall be reported to the House of Delegates 
along with the names of the newly elected officers. 


RESOLUTION NO. 17 
Committee on Constitution and Rules 


Therefore Be It Resolved: That By-Laws Chapter 
V, Section 1, last line on page 13, and first line on 
page 14, shall be amended to read: 


‘Notice of such meeting shall be mailed to each 
component society at LEAST TEN (10) DAYS in 
advance of the date selected and shall state time, 
place, and purpose of the meeting.” 
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RESOLUTION NO. 20 
Committee on Constitution and Rules 
AMENDMENT No. 16 


Be It Resolved: That By-Laws Chapter XI, Section 
5, on page 28, be amended by addition of the follow- 
ing paragraph: 

“No contract, debt, or obligation, oral or written, 
shall be incurred in the name of the Kansas Med- 
ical Society by any officer, committee, member, em- 
ployee or agent unless or until the same has been 
previously authorized by vote of the House of 
Delegates, or the Council, or the Executive Com- 
mittee, and no such authorization shall extend be- 
yond the next Annual Meeting of the House of 
Delegates.” 


RESOLUTION NO. 21 


Committee on Control of Cancer— 
Cancer Registry 


WHEREAS, the Kansas State Board of Health has 
discontinued the sponsorship of the Kansas Cancer 
Registry, and 

WHEREAS, the progress made in cancer control can 
best be demonstrated through statewide statistics and 
records, and 

WHEREAS, individual registries are now maintained 
in hospitals so as to meet the requirements of the 
American College of Surgeons, and 

WHEREAS, the Committee on Control of Cancer of 
the Kansas Medical Society and the Medical-Scientific 
Committee of the American Cancer Society, Kansas 
Division, strongly urge that the State Cancer Registry 
be reinstated and maintained by the Kansas State 
Board of Health, therefore 

Be It Resolved that the Kansas Medical Society 
petition the State Board of Health to reinstate its 
statewide Cancer Registry. 


RESOLUTION NO. 23 


Committee on Control of Cancer 


WHEREAS, the Committee on Control of Cancer of 
the Kansas Medical Society met on Sunday, September 
11, 1960, in the City of Hutchinson, and recom- 
mended that component medical societies endorse the 
ten-point cytology program, preparing for the ever 
increasing requests of patients for the “Pap” smear, 
and 

WHEREAS, it is generally agreed that uterine cancer 
is a controllable disease and that the appalling loss 
of life and subsequent financial costs could be elimi- 
nated or significantly decreased by preventive meas- 
ures, including regular medical supervision and re- 
peated cervical smears, and 
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WHEREAS, there has been a growing and continu- 
ous public education program concerning the value of 
the “Pap” smear, and 

WHEREAS, this public demand will necessitate the 
physicians of Kansas meeting this challenge, and 

WHEREAS, the General Federation of Women’s 
Clubs in America, of which there are several thousand 
members in Kansas, has made it their project in 1961 
to encourage every member to have a physical exami- 
nation, including a “Pap” smear, and 

WHEREAS, it is essential that practicing physicians 
be in agreement and aware of the basic procedures 
necessary for conducting such examinations, and 

WHEREAS, the essential elements of the ten-point 
program of the American Cancer Society are, in order: 
program planning, development of interest among 
pathologists, education of practicing physicians about 
cytological technique, the development of laboratory . 
resources if necessary, education and stimulation of 
the general public, and maintenance of the physician- 
patient relationship, and 

WHEREAS, the University of Kansas Medical Cen- 
ter, as supported by the Public Health Service, is de- 
veloping a program for education of physicians and 
training of cytotechnologists, and 

WHEREAS, the State Board of Health has offered to 
initially supply every physician in Kansas with a com- 
plete cytological kit, together with a technical pam- 
phlet provided by the Department of Obstetrics and 
Gynecology of the University of Kansas Medical 
Center and the Kansas Division of the American 
Cancer Society, and the Committee on the Control of 
Cancer, and 

WHEREAS, all pathological laboratories in Kansas 
have been surveyed by both the American Cancer 
Society and by the State Board of Health, and all have 
replied that they are now ready and capable of han- 
dling a limited increase in pathological examinations 
of cytological smears, and 

WHEREAS, such pathological examinations will be 
conducted in any qualified laboratory, except the 
State Board of Health Laboratory, therefore 

Be It Resolved that the Kansas Medical Society go 
on record as endorsing and making itself a part of the 
cooperative program of the Kansas Division of the 
American Cancer Society, the State Board of Health 
and the University of Kansas Medical Center to in- 
crease knowledge and utilization of the cytological 
smear technique for cervical cancer through educa- 
tional means, and 

Be It Further Resolved that the several county 
medical societies be urged to join in the above effort 
by bringing the above program to the attention of 
their members by special programs utilizing the serv- 
ices of local pathologists, panels of informed phy- 
sicians from the Society’s territory, the staff members 
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of the University of Kansas Medical Center and the 
Public and Professional Education Committee of the 
American Cancer Society and by encouraging public 
education in their respective territories through use 
of films and other mass media technique, and 

Be It Further Resolved that the Kansas Medical 
Society in cooperation with the State Board of Health 
and the Kansas Division of the American Cancer 
Society supply Kansas physicians with a complete 
cytological kit which would include a technical pam- 
phlet prepared by the Department of Obstetrics and 
Gynecology in cooperation with the Department of 
Pathology of the University of Kansas Medical Cen- 
ter, and the Kansas Division of the American Cancer 
Society and the Committee on Control of Cancer of 
the Kansas Medical Society. 


RESOLUTION NO. 24 
Committee on Control of Cancer 


Be It Resolved that the Kansas Medical Society en- 
dorse the Teen Age Smoking and Lung Cancer pro- 
gram in the Kansas schools. 


RESOLUTION NO. 25 
Committee on Control of Tuberculosis 


WHEREAS, the Kansas State Board of Health has 
received a sum of money ($40,000) by an act of the 
legislature for the purpose of establishing out-patient 
clinics for the treatment of tuberculosis, and 

WHEREAS, the Committee on Control of Tubercu- 
losis approved this plan in principle, therefore 

Be It Resolved that the Kansas Medical Society ap- 
prove the establishment of tuberculosis out-patient 
clinics under the supervision of the State Board of 
Health in a manner acceptable to the Committee on 
Control of Tuberculosis and in a manner acceptable 
to each county medical society in whose area a clinic 
may be established. 


RESOLUTION NO. 26 
Committee on Control of Tuberculosis 


WHEREAS, no concerted effort has been made to 
conduct tuberculin testing of school age children and 
school personnel on a county-wide basis, and 

WHEREAS, the American School Health Associa- 
tion, with the endorsement of the National Tubercu- 
losis Association has initiated a program known as 
the School Certification Program designed to promote 
county-wide tuberculin testing, and 

WHEREAS, the Kansas Tuberculosis and Health As- 
sociation has ‘successfully promoted county-wide 
school testing programs in several counties, and 

WHEREAS, a school tuberculin testing program 
alone cannot be considered a case-finding program 


Be It Resolved that the Kansas Medical Society 
endorse the National School Certification Program for 
implementing under the joint sponsorship of the 
Kansas Medical Society, the State Board of Health and 
the Kansas Tuberculosis and Health Association and 
with the approval of the local county medical society. 


RESOLUTION NO. 27 
Committee on Control of Tuberculosis 


WHEREAS, the State Legislature in 1953 established 
a Financial Council for the purpose of regulating pro- 
fessional salaries, and 

WHEREAS, the fact that professional salaries under 
Civil Service, other than professional persons in the 
field of mental health, are not commensurate with 
salaries for like positions in other states and profes- 
sional fields, and 

WHEREAS, three (3) well qualified professional 
people employed as staff personnel at the Southeast 
Kansas Tuberculosis Hospital at Chanute, Kansas 
have recently left Kansas for similar employment in 
other states leaving a serious staff shortage, and 

WHEREAS, the Committee on Control of Tuber- 
culosis is greatly concerned that unless this type of 
loss is halted serious difficulty will befall the tubercu- 
losis control program in Kansas, therefore 

Be It Resolved that the Kansas Medical Society en- 
dorse its Committee recommendation that the quality 
of the physician staff members of the Tuberculosis 
Sanatorium be upgraded as a public service by making 
the salary scale and fringe benefits for state institu- 
tional physicians commensurate. with pay scales for 
similar positions in other states and with the psy- 
chiatric salary scales now used in Kansas. 


RESOLUTION NO. 28 


Committee on Control of Tuberculosis 


February 25, 1961 the Public Health 
Laboratory announ discontinuation of DIRECT 
MICROSCOPIC EXAMINATIONS FOR TUBER- 
CLE BACILLI because of a shostage of laboratory 
staff, and 

WHEREAS, the Committee on Control of Tubercu- 
losis views this decision with much concern 

Be It Resolved that the Kansas Medical Society re- 
quest the Public Health Laboratory to reconsider this 
action in the hope that direct microscopic examinations 
for tubercle bacilli can be continued as a public health 
measure. 


WHEREAS, 


RESOLUTION NO. 29 
The Defense Board 


WHEREAS, The Kansas Supreme Court made a de- 
cision on the general subject of informed consent, and 
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WHEREAS, this decision might increase the legal 
responsibility of a physician in his practice, and 

WHEREAS, the Defense Board has studied this 
problem with the attorney for the Kansas Medical 
Society, and 

WHEREAS, the JOURNAL OF THE KANSAS MEDICAL 
SociETY, the issue of January, 1961, was devoted to 
information on ways in which a physician could de- 
fend himself in his practice against the possibility of 
lawsuits 

Be It Resolved that the House of Delegates again 
call attention to the usefulness of a signed consent 
which contains the type of information presented in 
the sample published in the January issue of the 
JOURNAL OF THE KANSAS MEDICAL SOCIETY on Page 
22, and 

Be It Further Resolved that the House of Delegates 
recommend each physician use a form of this type in 
his ptactice. 


RESOLUTION NO. 30 


Executive Committee—Addressograph 
Service 


WHEREAS, the Executive Office is frequently asked 
to supply the use of its mailing list, and 
WHEREAS, the Executive Committee prepared the 
following guide 
Be It Resolved that when the membership addresso- 
gtaph plates are to be used, the following conditions 
shall prevail: 
1. Any member may use the mailing services of 
the Society at cost, upon request. 
2. Individuals or companies advertising in the 


JOURNAL OF THE KANSAS MEDICAL SOCIETY may 
use the mailing service of the Society at cost. 

3. Individuals or companies who appear to the 
Executive Office and the president to offer services 
of benefit and interest to the profession, if they 
have a direct relationship to the practice of med- 
icine and are reputable in their intent, may use the 
mailing services of the Society at cost. 

4. All individuals or companies having a com- 
mercial interest, who appear to be reputable and 
whose literature seems to the Executive Office and 
to the president to be of value to the profession, 
may have envelopes addressed to the Society at a 
cost of $15.00 per membership mailing. 

5. All other requests shall be denied. 


RESOLUTION NO. 31 
Committee on Fee Schedules 


WHEREAS, the House of Delegates on February 12, 
1961, in a special meeting held at Emporia adopted 
a revised Relative Value Scale which is currently in 
the process of being printed, and 

WHEREAS, the chairman of the Committee on Fee 
Schedules, W. J. Reals, M.D. of Wichita, has prepared 
an introduction to appear in this printing which has 
been made available to the House of Delegates, there- 
fore 

Be It Resolved that wherever it becomes necessary 
to use the Kansas Relative Value Scale the second re- 
vision, as adopted by the House of Delegates on 
February 12, 1961, shall be used. 

(Editor's Note: The report of the 1961 meeting of the 


House of Delegates will be concluded in the July issue of 
the JOURNAL.) 


103rd Annual Convention 


April 30, May 1962 
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Dr. James B. Fisher, Wichita, was re-elected Presi- 
dent of Kansas Blue Shield at the annual meeting of 
the Board of Directors in Wichita, Sunday, April 30. 
The spring meeting of the Blue Shield Board is held 
each year on the Sunday preceding the annual meeting 
of the Kansas Medical Society. 

Dr. Fisher has been a member of the Blue Shield 
Board since May, 1954, and was first elected presi- 
dent in 1960, succeeding Dr. Edward Ryan, Emporia. 
He previously served as first and second vice-president 
of the Board. 

Dr. Fisher was graduated from the University of 
Kansas School of Medicine in 1936, and since that 
time has practiced his profession in Wichita, where 
he is associated with the Wichita Clinic. He is a 
fellow of the College of Physicians, and certified by 
the Board of Internal Medicine. 

All other officers were also re-elected at the April 
30 meeting. They include Dr. E. Burke Scagnelli, 
Dodge City, 1st vice-president ; Dr. Robert K. Purves, 
Wichita, 2nd vice-president, and Dr. Charles S. Joss, 
Topeka, secretary. 


Councilor Districts Represented 


One physician from each of the seventeen Medical 
Councilor Districts serves on the Board. New physi- 
cian trustees elected include Dr. R. J. Maxfield, Gar- 
den City and Dr. E. R. Williams, Dodge City. Re- 
elected trustees include Dr. Thomas R. Hamilton, 
Kansas City; Dr. Pratt Irby, Fort Scott; and Dr. V. R. 
Moorman, Hutchinson. 

Physician trustees who remain in office for at least 
another year include Dr. David G. Laury, Ottawa; 
Dr. Thomas G. Duckett, Hiawatha; Dr. R. K. Wal- 
lace, Manhattan; Dr. C. M. Lessenden, Jr., Topeka; 
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Blue Shield Board 


Dr. W. H. Walker, Eskridge; Dr. H. J. Brown, 
Winfield; Dr. L. S. Nelson, Jr., Salina; Dr. Charles 
M. White, Wichita; Dr. James L. McGovern, Wel- 
lington; Dr. Norman Hull, Hays; Dr. Anol Beahm, 
Great Bend, and Dr. Carl C. Gunter, Quinter. 


Member Representation 


Four representatives of the Blue Shield member- 
ship, elected by the Blue Cross-Blue Shield State 
Member Council, also serve on the Board as do 
two other lay members appointed by the Governor of 
Kansas. 

Stanley Winchester of Hutchinson is the new 
member representative on the Board elected by the 
State Members’ Committe. Other members representa- 
tives include W. Laird Dean, Topeka; Mrs. J. C. 
McKinney, Hartford, and J. D. Smerchek, Manhat- 
tan, chairman of the State Members’ Committee. 

The president and president-elect of the Kansas 
Medical Society are ex-officio members of the Blue 
Shield Board. 


USE YOUR MEDICAL 
LIBRARIES 


YOUR LIBRARIAN WILL BE 
HAPPY TO ASSIST YOU 
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From the Stacks 


Mrs. BLENDENA Evans, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas _. 
Phone CE 5-0011, ex. 297 


History of Medicine Monographs Available 

in the Library 

Montague, J. F. Taking the doctor's pulse, Lippin- 
cott. 1928. 

Morgan, M. C. Doctors to the world. Viking Press. 
1958. 

Packard, F. R. The history of medicine in the U. S. 
Lippincott. 1901. 

Park, R. An epitome of the history of medicine. 
F. A. Davis. 1902. 

Peters, H. Pictorial history of ancient pharmacy. 
Engelhard & Co. 1889. 

Rapport, S. B. Great adventures in medicine. Dial 
Press. 1952. 

Riesman, D. The story of medicine in the middle 
ages. Hoeber. 1935. 

Sigerist, H. E. Medicine and human welfare. Oxford 
Univ. Press. 1941. 

Tobey, J. Riders of the plagues. Scribner's Sons. 1930. 

Turley, L. History of the philosophy of medicine. 
U. of Oklahoma Press. 

Turner, E. Call the doctor; a social history of med- 
ical men. St. Martin’s Press. 1959. 

Top, F. The history of American epidemiology. 
Mosby. 1952. 

Woglom, W. Discoverers for medicine. Yale Univ. 
Press. 1949. 

Wolf, G. D. The physician’s business. J. B. Lippin- 
cott Co. 1938. 

Ross, Ishbel. Child of destiny. Life story of the first 
woman doctor. Harper. 1949. 

Crile, G. W. An autobiography. Lippincott. 1947. 

Crumbine, S. J. Frontier doctor. Dorrance. 1948. 

Fulton, J. F. Harvey Cushing, a biography. Thomas. 
1946. 

Ludovici, L. J. Fleming, discoverer of penicillin. 
1952. 

Jones, E. The life and work of Sigmund Freud. Basic 
Books. 3 Volumes. 


Books and periodicals will be sent 
anywhere in the state. You pay only the 
postage, four cents for the first pound 
and one cent for each additional pound. 
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State Medical Library 


Koch, Harriett. Militant angel. Macmillan. 1951. 

Goss, C. M. A brief account of Henry Gray, and his 
anatomy. Lea & Febiger. 1959. 

Pawling, J. R. Dr. Samuel Guthrie, discoverer of 
chloroform. Brewster Press. 1947. 

Heiser, V. G. An American doctor's odyssey. Norton 
& Co. 1936. 

Hertzler, A. E. The doctor and his patients. Harper. 
1940. 

Goodwin, G. M. Russell A. Hibbs, pioneer in ortho- 
pedic surgery. Columbia Univ. 1935. 

Jackson, C. The life of Chevalier Jackson. Macmillan 
Co. 1938. 

Truax, R. The Doctors Jacobi. Little, Brown. 1952. 

Magnuson, P. B. Ring the night bell. Little, Brown. 
1960. 

Martin, F. H. The joy of living; an autobiography. 
Doran & Co. 1933. 

Martin, F. H. Fifty years of medicine & surgery, auto- 
biographical sketch. Surgical Pub. Co. 

Morris, R. T. Fifty years a surgeon. Dutton & Co. 
1935. 

Vallery-Fadot. Pasteur. Louis Pasteur; a great life 
in brief. Knoff. 1958. 

Truby, A. E. Memoir of Walter Reed. Hoeber. 1943. 

Glasser, O. Dr. W. C. Rontgen. 1945. 

Sharpe, W. Brain surgeon. Viking Press. 1952. 

Shastid, T. H. My second life. Wahr. 1944. 

Trudear, E. L. An autobiography. Lea & Febiger. 
1916. 

Van Hoosen, B. Petticoat surgeon. Pellegrini. 1947. 

Flexner, S. William. Henry Welch and the heroic age 
of American medicine. Viking Press. 1941. 

Flexner, J. T. Doctors on horseback. Garden City 
Pub. Co. 1930. 

Lovejoy, Esther. Women doctors of the world. Mac- 
millan. 1957. 

Mead, K. C. A history of women in medicine. Had- 
dam Press. 1938. 

Rosen, G. 400 years of a doctor’s life. Schuman. 1947. 

Walker, M. Pioneers of Public Health. Oliver & 
Boyd. 1930. 

Fishbein, M. Doctors at war. Dutton. 1945. 

Fishbein, M. Medical writing, the technic and the 
art. Blakiston. 1948. 

Hertzler, A. E. The grounds of an old surgeon’s 
faith. A scientific inquiry into the causes of war. 
Halstead. 1944. 

Rush, B. The selected writings of Benjamin Rush. 
Philosophical Library. 1947. 

(Continued on page 292) 
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Dr. John G. Shellito, Wichita, attended the 
Southwestern Surgical Congress in St. Louis, April 
£2. 


The last session of the 1960-61 Kansas Circuit 
Course in Postgraduate medical symposia was held in 
Concordia, April 25 and the subject was ‘Modern 
Medicine.” Doctors on the program were Charles E. 
Andrews, M.D., John T. Brauchi, M.D., William 
A. Reed, M.D., and Robert W. Weber, M.D., all 
of the Kansas University Medical Center. 


Dr. Charles F. Henderson, Parsons, was elected 
president of the Labette County Medical Society re- 
cently. The outgoing president is Dr. Victor Jack- 
son, Altamont. Dr. I. J. Waxse, Oswego, was elected 
vice president and Dr. Everet C. Beaty, Parsons, 
secretary-treasurer. 


Dr. W. G. Cauble, Wichita, attended the South- 
western Surgical Congress in St. Louis, April 12 
where he presented a paper entitled, ‘Gall Bladder 
Disease in Patients Over 65.” 


Dr. Henry S. Blake, Topeka, is new chairman of 
the board of directors of the National Association of 
Blue Shield Plans. He was vice chairman. 


Dr. F. E. Dillenbeck, El Dorado, attended a meet- 
ing the latter part of April in Miami Beach, Fla, at 
Convention Hall. Over 4,000 doctors from every 
part of the nation were present for the assembly of 
the American Academy of General Practice. 


Dr. Wirt Warren, Wichita, attended a course in 
“Clinical Reviews” at the Mayo Clinic, Rochester, 
April 10-12. 


Dr. O. L. Hamm, Gardner, who has been a phy- 
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Personalities —im KANSAS MEDICINE 


sician at the Gardner Community Medical Center 
the past year, and who has been keeping a part- 
time office in Spring Hill, has resigned, effective 
May 1, to return as a medical missionary to West 
Pakistan. 


Dr. Charles Haughey, Manhattan, has been 
named director of the Salina-Saline County Health 
Department. Dr. Haughey, who has been Riley 
County health officer for about a year, will begin 
his new duties about July 1. Dr. Haughey succeeds 
Dr. Howard Wagenblast, Salina, who resigned 
last August to enter private practice. 


Dr. Robert L. Kasha, Wichita, has been elected 
a member of the American College of Abdominal 


Surgery. 


Dr. Robert D. Boles, Dodge City, vice-president 
of the Ford County Mental Health Association, was 
one of the speakers at the Mental Health Forum, 
Tuesday evening, April 18. His subject was ‘“Un- 
derstanding Our Community Needs.” 


Dr. Funston J. Eckdall, Emporia, attended a 
meeting of the Association of Railway Surgeons of 
America which was held in Chicago in mid-April. 
Dr. Eckdall is the vice president of the association. 


Dr. Henry O. Marsh, orthopedist at the Wichita 
Clinic, addressed members of the Greenwood Coun- 
ty Medical Society at their annual meeting in Eureka 
on April 27. 


A postgraduate program on cardiovascular disease 
was held in Arkansas City on April 27. This was 
the final session in a series of six medical symposiums 
offered during the past six months by the University 
of Kansas School of Medicine, the Kansas Medical 
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Society, the Kansas State Board of Health, and the 
Kansas Academy of General Practice, working in 
cooperation with local county medical societies. 

The evening was devoted to a roundtable discus- 
sion with four faculty members from the KU School 
of Medicine participating. They are: Dr. Antoni 
M. Diehl, associate professor of pediatrics; Dr. 
Marvin Dunn, associate in medicine; Dr. Creigh- 
ton A. Hardin, associate professor of surgery; 
and Dr. Howard P. Fink, associate professor of 
pathology. 


At the annual banquet, Dr. Cyril V. Blank, Pratt, 
presented a check of $14,775, from AMEF, to Dr. 
C. Arden Miller, Kansas City, to be used as needed 
for the University of Kansas. 

Donations from Kansas to AMEF totaled about 
$12,500, of this the Woman's Auxiliary accounts for 
$2,500, non-medical sources accounts for another 
$1,000. This leaves the efforts of the Kansas Doctors 
amounting to $9,000, from 1800 members or an 
average of $5.00 per member. 

Surely we can do better than this. Instruct your 
secretary to send a check to AMEF now. 


The appointment of Dr. Hilbert P. Jubelt as 
director of the Kansas State University student health 
service, effective July 1, was announced recently by 
President James A. McCain. Dr. Jubelt, a practicing 
Manhattan physician since 1949, will succeed Dr. 
B. W. Lafene. 


The American College of Obstetricians and Gyne- 
cologists inducted 473 new Fellows during a formal 
ceremony at its Tenth Anniversary Meeting in Bal 
Harbour, Fla., April 20-28. Kansas physicians are 
Dr. Henry Aldis, Fort Scott; Dr. James G. Lee, 
Jr., Kansas City; and Dr. Charles P. McCoy, 
Wichita. 


From the Stacks 
(Continued from page 290) 


Anatomy 


Camp, S. H. Anatomical studies for physicians and 
surgeons. Camp & Co. 1936. 

Cates, H. A. Primary anatomy. Williams & Wilkins. 
1955. 

Clarke, C. D. Molding and casting. Lucas & Co. 1938. 

Gray, Henry. Anatomy of the human body. Lea & 
Febiger. 1959. 

Keeney, A. H. Chronology of ophthalmic develop- 
ment. Thomas. 1951. 
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Infectious Hepatitis 


In Pregnancy 
(Continued from page 255) 


fares well. As yet, no evidence exists to substantiate 
worry over organogenetic marking of the child. 
Transplacental transmission of the virus of hepatitis 
may occur, and transmission of the infection to the 
child as it traverses the birth canal is possible, but 
infrequently does the infant get the disease. 

Encountering only nine cases of infectious hepatitis 
in a total of 16,546 obstetrical deliveries in a ten-year 
period in our hospital suggests the relative infrequen- 
cy of the problem, but also may indicate that many 
cases are probably subclinical or missed. 


References 


1. Ingerslev, Magens., Telium, Gunnar: Biopsy Studies 
on the Liver in Pregnancy. Acta Obst. et. Gynec., 25:352-360, 
1946. 

2. Munnell, Equinn W., Taylor, Howard C., Jr.: Liver 
Blood Flow in Pregnancy. Jour. Clin. Invest. 26:952-956, 
1947. 

3. Zondek, B., Bromberg, Y. M.: Infectious Hepatitis in 
Pregnancy. J. Mt. Sinai Hosp. 14:222-243, 1947. 

4. Hsia, D. Y. Y., Taylor, R. G., and Gellio, S. S.: Long- 
Term Follow-up Study on Infectious Hepatitis During Preg- 
nancy. J. Pediat. 41:13-17, 1952. 

5. Stokes, J., Wolman, I. J., Blanchard, M. C., and Far- 
quhar, J. D.: Viral Hepatitis in Newborn: Clinical Features, 
Epidemiology, and Pathology. Am. J. Dis. Child, 82:213- 
216. 

6. Svanborg, Alvar, Ahlsson, Stig.: Recurrent Jaundice of 
Pregnancy—A Clinical Study of Twenty-Two Cases. Am. 
Jour. Med., 28:40-49, July 1959. 

7. Ingerslev, Magens., Telium, Gunnar: Jaundice During 
Pregnancy. Acta Obstet. Gynec. Scand., 31:74-89, 1951-52. 

8. Peritz, A., Paldi, E., Brandstaedter, S., Barzelai, D.: 
Infectious Hepatitis in Pregnancy. Obst. & Gynec. 14:4,435- 
4,442, Oct. 1959. 

9. Mickal, Abe: Infectious Hepatitis in Pregnancy. Am. 
J. Obst. & Gynec. 62:2,409-2,414, Aug. 1951. 

10. Gregg, N. McA.: Congenital Cataracts Following 
German Measles in the Mother. Tr. Ophth. Soc. Australia, 
3:35-46, 1941. 

11. Siegel, Morris, Greenberg, Morris: Virus Diseases in 
Pregnancy and Their Effects on the Fetus. Am. Jour. Obst. 
& Gynec., 77:620-627, Mar. 1959. 

12. Mansell, R. V.: Infectious Hepatitis in First Tri- 
mester of Pregnancy and Its Effect on the Fetus. Am. J. 
Obst. & Gynec. 69:1136, 1955. 


Editor's note: This article was submitted to The JOURNAL 
for publication in March, which is the University of Kansas 
Medical Center issue. Due to space limitations at that time, 
The JOURNAL was able to publish only half of the articles 
submitted. 

The remaining papers will appear in the upcoming is- 
sues. 

The JouRNAL would like to thank these authors for be- 
ing so patient while waiting for their article’s publication. 
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A thirty-eight day Medical Study Cruise to the 
West Indies and South America for the 15th Gen- 
eral Assembly of The World Medical Association 
will set sail from New York on August 25 or from 
Port Everglades (Fla.) on August 27, on Moore- 
McCormack Lines air-conditioned SS Brasil. Further 
information attainable from: U. S. Committee, Inc., 
The World Medical Association, 10 Columbus Circle, 
New York 19, New York. 


The University of Illinois College of Medicine 
Department of Otolaryngology will offer an inten- 
sive postgraduate basic and clinical program under 
the direction of Doctor Emanuel M. Skolnik. This 
Assembly for practicing otolaryngologists offers a 
compact program of one week of daytime and eve- 
ning sessions. It is designed to bring to specialists 
a wide variety of current advances in management, 
therapy and philosophies. Review of basic morpho- 
logic features under the direction of Doctor Maurice 
F. Snitman and Doctor Frederic J. Pollock is also 
included, and will feature laboratory demonstrations, 
dissection and prosection, all augmented by visual 
aids. 

Interested physicians should write direct to the 
Department of Otolaryngology, University of Illinois 
College of Medicine, 1835 West Polk Street, Chicago 
12, Illinois. 


The Council on Postgraduate Medical Educa- 
tion of the American College of Chest Physicians 
will present the following postgraduate courses dur- 
ing 1961: 


Cardiopulmonary Problems in Children 
Brown Hotel, Denver, Colorado, July 24-28 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CALENDAR. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


Industrial Chest Diseases 
Warwick Hotel, Philadelphia, September 25-29 


Clinical Cardiopulmonary Physiology 
Sheraton-Chicago Hotel, Chicago, October 23-27 


Recent Advances in the Diagnosis and Treatment of 
Heart and Lung Diseases : 

Park Sheraton Hotel, New York City, November 
13-17 


Recent Advances in Diseases of the Chest 
Statler-Hilton Hotel, Los Angeles, December 4-8 


Further information may be obtained by writing 
the Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 
Illinois. 


A Five-day Postgraduate Course in Pediatrics, 
Clinical and Research Advances in Pediatrics, and 
Child Guidance Problems, is designed specifically for 
the practicing pediatrician. Emphasis will be given 
to the newer developments in pediatrics and its many 
branches and in related fields. Physicians may register 
for the entire course, August 21-25, 1961, or for 
any three consecutive days. This entire course will 
be held at the Stanley Hotel in Estes Park, Colorado. 
Further information available from the University 
of Colorado Medical Center, Office of Postgraduate 
Medical Education, 4200 East Ninth Avenue, Den- 
ver 20, Colorado. 


Science helps us to understand many phases of the 
material and dynamic sides of life, but the highest 
reaches of music come thrillingly close to the central 
core and essence of life itself —Leopold Stokowski 
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The Kansas Medical Society—1961-1962 


OFFICERS COUNCILORS 
Norton L. Francis, Wichita District J, W. Manley, Kansas City 
Immediate Past President..... Frederick E. Wrightman, Sabetha District 4.... .... Dick B. McKee, Pittsburg 
District 5.. -Ralph G. Ball, Manhattan 
First Vieo President H.. St. Clair Donnell, Ellsworth District’ 6 ‘Tames A. McClure, Topeka 
Second Vice-President........ John C. Mitchell, Salina District 7.. J. L. Morgan, Emporia 
1960-1962... George F. Albert C. Hatcher, Wellington 
A.M.A, Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth A. M. Cherner, Hays 
A.M.A. Delegate, 1961-1963...Lucien R. Pyle, Topeka 14 ss Clair J. Cavanaugh, Great Bend 
t 
A.M.A, Alternate, 1961-1963..Glenn R. Peters, Kansas City Evan R. 
Chairman of Editorial Board. ..Orville R. Clark, Topeka John O. Austin, Garden City 


OFFICERS OF COMPONENT SOCIETIES—1960 


Society President Secretary 
0 J, Basham, Fort Scott... Henry Aldis, Fort Scott 
00000 R. H. Claiborne, III, Baxter H. L. Bogan, Baxter Springs 
[roquois........ J. Roderick Bradley, R. H. Hill, Meade 

Montgomery H. Bealm, Independence. Rodney G. Carter, Independence 
Morris..... “ ey W. Blackburn, Council Grove ...James E. Schultz, Council Grove 
Nemaha.. és E. Capsey, Centralia...... .J. Howard Gilbert. Seneca 
E. Ray, Chanute...... .Don R. Abbuehl, Chanute 
Osborne... E. Hodgson, Downs....... Henshall, Osborne 
“Fred E. Brown, St. Marys 

§ outh Central K. E. Voldeng, Wellington 
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ADVERTISEMENTS 


In convenient tablet form... 


LOwers propulsive 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 


MOTILity 


Stops diarrhea promptly 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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ADVERTISEMENTS 


ALL PHYSICIANS | 
ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
: advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


| | ANOTHER YEAR OF SYMPOSIA... 


RICHARDSON SPRINGS, CALIFORNIA WICHITA, KANSAS 
: 1 Sunday, June 11, 1961 Wednesday, October 4, 1961 
Richardson’s Mineral Springs The Broadview Hotel 

a SPRINGFIELD, MASSACHUSETTS TRAVERSE CITY, MICHIGAN 

a Wednesday, June 14, 1961 Friday, October 13, 1961 

‘ The Schine Inn The Park Place Hotel 

CHEYENNE, WYOMING PEORIA, ILLINOIS 

3 Monday, July 24, 1961 Thursday, October 26, 1961 
The Plains Hotel The Hotel Pere Marquette 
McALESTER, OKLAHOMA PROVIDENCE, RHODE ISLAND 
Saturday, July 29, 1961 Wednesday, November 1, 1961 

The Aldridge Hotel The Colony Motor Hotel 
SEATTLE, WASHINGTON HARRISBURG, PENNSYLVANIA 
Saturday, August 5, 1961 Thursday, November 9, 1961 
The Olympic Hotel The Penn Harris Hotel 
KANSAS CITY, KANSAS JACKSONVILLE, FLORIDA 
Friday, September 15, 1961 Sunday, November 12, 1961 
- Battenfeld Memorial Auditorium The Robert Meyer Hotel 

3 TOLEDO, OHIO ALLENTOWN, PENNSYLVANIA 

e Thursday, September 28, 1961 Wednesday, November 15, 1961 

ce The Commodore Perry Hotel The Americas Hotel 


> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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ADVERTISEMENTS 


in edema 


sand hypertension 


achieves 82% of 
its diuretic effect 
in six hours: 


NaClex works fast. Does its work quickly, 
thoroughly, safely—then lets your patient 
rest. Completes 82% of its excess fluid loss 
within 6 hours, over 96% within 12 hours! 

. .. an unsurpassed potency. Useful also in 
long or short-term treatment of congestive 
heart failure, obesity, pre-menstrual tension; 
50 mg. tablets. 

1. Ford, R. V.: ‘Human Pharmacology ofa 
New Non-Mercurial Diuretic: Benzthiazide,"’ 
Cur. Ther. Research, 2:51, 1960. 

For more information, ask your Robins 
representative or write: 


A. H. Robins Company, Inc. § 
Richmond 20, Virgini 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid .. . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 


specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil-winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) ............ 16-20% 
Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols 


Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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lesterol 


Diet 


USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 
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would you 
specifically 
for geriatric 


9) 


wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards 


efficacious ATARAX “...seems to be the agent of choice in patients suffering from 
removal disorientation, confusion, conversion hysteria and other psycho- 


neurotic conditions occurring in old age.”! 


anit talereted No untoward effects on liver, blood, and nervous system were observed. 


palatable Delicious aTaRAX syrup pleases patients who resist tablets. 


i Nor is that all ATARAX has to offer. When elderly patients require surgery, 
' ATARAX provides effective preanesthetic adjunctive therapy. In fact, though 
| outstandingly useful in geriatric patients,!.2 ATARAX equally well meets 
a the needs of disturbed children and tense working adults (it calms, seldom 
i} impairing mental acuity). Why not extend its benefits to all your tense 
and anxious patients? 
Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 
References: 1. Smigel, J. O., et al.: J. Am. Geriatrics Soc. 7:61 (Jan.) 1959. 
2. Shalowitz, M.: Geriatrics 11:312 (July) 1956. 


ATARAX 


(brand of hydroxyzine HCl) PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 


. VITERRA® Capsules—Tastitabs®—Therapeutic Capsules for vitamin-mineral supplementation | 
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ADVERTISEMENTS 


Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
I tranquilization without unpredictable excitation 


9 no cumulative effects, thus no need for difficult 

dosage readjustments 

3 does not produce ataxia, change in appetite or libido 
does not produce depression, Parkinson-like symptoms, 

4 jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


Also supplied in sustained-release capsules... 


Meprospan’ 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 


wen i WALLACE LABORATORIES / Cranbury, N. J. 
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“Touché!” 


For a better way to treat headache, 
prescribe Traneoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), ‘ 
] tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 
and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18,N.Y. sera 
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XS 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P, LORILLARD Co. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 


| 
The cigarette that made the Filter Famous! _ 
| 
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Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. ¢ d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
Vitamin D, 500 U.S.P. Units Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:1), 5 mg. * Riboflavin 


(Bz), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCl (Be), 9.5 mg. * Calcium Panto- 
thenate, 5 mg. ¢ Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. ¢ Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. ¢ ]-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. ¢ Iodine 
(as KI), 0.1 mg. ¢ Calcium (as CaHPOs,), 
35 mg. * Phosphorus (as CaHPOs,), 27 mg. 
¢ Fluorine (as CaF 2), 0.1 mg. * Copper (as 
CuO), 1 mg. * Potassium (as ag 5 
mg. * Manganese (as MnOz), 1 mg. * Zinc 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST*COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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ADVERTISEMENTS 


Sign up and you’re 
saving. You can put any 
size “‘installment’’ you 
want into Savings Bonds 
on the Payroll Savings 
Plan — even 63¢ a day. In 
40 months this amount 
adds up to $750 saved 
and $250 earned at ma- 
turity. 


How to get paid 
334% interest for buying 
on the installment plan 


Ever hear of a payment plan that 
has no interest or carrying charges, 
and pays you 33%¢ for every $1 
installment you make? There is one, 
you know —the Payroll Savings Plan 
for U.S. Savings Bonds. Your pay- 
roll clerk will set aside any size in- 
stallment you wish (as little as $1.25 
a week) and as the money accumu- 
lates, buy your Bonds. You can cash 
them with interest anytime you need 
them. But hold them for 7 years, 9 


months, and the Government pays 
you at the rate of 334% a year, com- 
pounded every 6 months—$4 guar- 
anteed for every $3 you invested! 


The beauty of Savings Bonds 


¢ You now earn 334% to maturity, 
144% more than ever before » You in- 
vest without risk « Your Bonds are re- 
placed free if lost or stolen » You save 
more than money —you buy shares in a 
stronger America, 


20% 


You save more than money with U.S. Savings Bonds 4 mmmesun 


This advertising is donated by The Advertising Council and this magazine. 196! 
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In 1961, you, the nation’s physicians, will diagnose 

an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 

each year more than two thirds of such patients 

die of the disease. Thousands are lost needlessly. 

They could be saved by proper medical treatment of the disease, 
found by annual examination, in its presymptomatic 

and most curable stage. The regular health checkup 

and alertness to first symptoms are great life-savers. 

To help bring such patients to you in time, 
the American Cancer Society has developed 
a forceful, comprehensive public education 
program on cancer of the colon and rectum. 
The Society’s newest film, Life Story 
dramatizes for the public the importance 

of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 
HEALTH CHECKUP. 


In this, as in the preparation of all 

of its life-saving educational materials, 
the Society is aided by the best medical 
and lay experts available. 

The physician and the layman 
in the American Cancer Society 
are truly partners for life. 


® 


AMERICAN 
CANCER 
SOCIETY 


KANSAS DIVISION 
824 TYLER ST. 
TOPEKA, KANSAS 
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The FIRST Hematinic to Contain 
BOTH CHELATED IRON and CHE- 
LATED MINERALS Assuring a 
Truly Flavorful, Better Tolerated 
Iron Therapy. 


KELATRATE 


CHELATION — (GR-CHELE: CLAW OR TO HOLD.) 


ADVANTAGES — 
Chelated Iron PLUS 4 Chelated Minerals 
e High Therapeutic Effectiveness e Less 
Irritation — even on empty stomach e 
No Tooth Stain e Less Toxic e B-Vitamins 
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for Added Hemopoietic Activity e Pleas- 


ant Flavor e Economical 


FORMULA — 


Each 5 cc. ‘one 
Iron ‘as Ferrous 


Zine ‘as Fine 
Magnesium (as 
Vitamin B-1 
Vitamin B-2 


Vitamin 


LIQUID HEMATINIC 


CHELATED IRON-MINERALS- 
and VITAMINS 


Comprehensive literature and 
samples on request. 


DETROIT 34, © 


MICHIGAN 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


A. A. Fink, M.D., Pathologist-Director 
C. G. Hermann, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in =|] 


Surgical 
Our Own Factory 


Corsets 


P. W. HANICKE MFG. CO. 


1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 
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The Leitz Model-M Sick Room Equipment 
Phot ; Health Machines 
orromerer 
* RENTALS — SALES * 
@ New Micro Ammeter Invalid Walkers Exercycle 
. Wheel Chairs Massage Belts 
© New Soste—207, Longer Hospital Beds Exercise Bike 
@ New Cuvette Holder—5, 10 & 20 618-20 Quincy Topeka, Kans. Ph. CE-40207 
mm. Sizes 
@ New Hermetically Sealed 
Photocell 
@ Individually Precalibrated for 
Group of 40 Determinations ee ° j 
—or Uncalibrated Prairie View Hospita 
For information please write Newton, Kansas 


or ask our representative 
Emphasizing a therapeutic milieu and 


Munns Medical Supply Co. psychotherapy. A non-profit psychiatric 
P. O. Box 399 3009 Main service of the Mennonite Central Com- 
Topeka, Kans. Kansas City, Mo. mittee. 


cranppa’s “GONE!” witn 
PROATRIC 


THE TOTAL FORMULA .. . CAPSULETS/INJECTABLE 


For PREVENTATIVE and REHABILITATIVE GERIATRICS 


PROATRIC’S TOTAL FORMULA PROVIDES 
THESE IMPORTANT ESSENTIALS .... . 


© Safer 20-1 Hormone Ratio* © Seven Essential B Vita- 

mins e Three Fat-Soluble Vitamins @ Three Lipotropes 

© Nine Minerals @ Plus Rutin, Citrus Bioflavanoids, and 

Vitamin C. 

B Proatric for the “over 40” patient for improved mood 
. . muscle tone . . . cheerfulness . . . alertness .. . 

physical and mental health and “over 40” slowdown! 

Try free clinical course of treatment in your own 

practice. Samples and technical data when requested 

on your professional letterhead. 

In plastic vials of 21 capsulets (one month’s 

treatment); injectable 10cc. vials. 

*JAMA 163: 359,1957 (Feb. 2) 


BURT KRONE COMPANY 


PHARMACEUTICALS 
SPRINGFIELD 4, MISSOURI 


Proatric is available at your 
favorite phafmacy or direct. 
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Invest in the 
future health 
of the nation 
and your profession 


Give to 
medical education 
through AMEF 


To train the doctors of tomorrow, the 
nation’s medical schools must have 
your help today. It is a physician’s 
unique privilege and responsibility 
to replenish his own ranks with men 
educated to the highest possible 
standards. Medical education needs 
your dollars to stay strong and free. 
Send your check today! 


jm \ American Medical | 
amer) Education Foundation 


535 N. Dearborn St., Chicago 10, Itt. 
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CHANGED YOUR ADDRESS 
RECENTLY? 


If you have changed your address recently, 
or intend to do so shortly, please return this 
coupon properly filled out to insure uninterrupt- 
ed delivery of your copies of THE JOURNAL. 
Send your change of address to: THE JOURNAL 
OF THE KANSAS MEDICAL SOCIETY, 315 W. 
4th St., Topeka, Kansas. 


(Duplicate copies cannot be mailed to re- 
place those undelivered through failure to 
notify this office of your change in address. 
Please notify us before 15th of the month.) 


CLASSIFIED ADVERTISEMENTS 


KANSAS—Want to retire—40 years Eye, Ear, Nose and 
Throat practice in this city of 23,000. Will sell equipment. 
Write 2-561 in care of the JourNAL. 


OB-GYN and Pediatrician. Fine location for progressive 
group of six doctors. Town of 14,000. Clinic and hospital 
facilities. Area serves as a medical center for Northwestern 
Kansas. Write 1-561 in care of the JourNAL. 


WANTED—Associate in general practice in Western Kan- 
sas town with new fully equipped hospital. Practice is too 
much for one man. Salary and expenses paid. Early partnership 
opportunity. Write Box 1-661 in care of the JourRNAL. 


FOR SALE—Office furniture and equipment for G. P. 
A. S. Aloe Company equipment four years old. In storage in 
Ottawa, Kansas. May be seen for inspection. Write 3-561 in 
care of the JouRNAL. 


SOUTHEAST KANSAS: For sale or lease, modern, com- 
pletely equipped, X-ray, 8 room office designed to accommodate 
one or two doctors. Two story building; office on Ist floor; 
upstairs suitable for living quarters or rental, county seat 
town of 3300, trade area 10,000, new 40 bed hospital, high 
school, 3 grade schools, 1 parochial school, 25 miles from 
Joplin, Mo., Miami, Okla. and Pittsburg, Kansas. Well estab- 
lished 17 years practice. Doctor deceased. Write the JourNAL 
2-161. 
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Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


ALL PHYSICIANS 
SURGEONS 
COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment a 
Book sent to you FREE upon request. 


The Neurological Hospital 


2625 West Paseo Blvd. 
Kansas City 8, Missouri 
Harrison 1-0623 
* 

A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 
ism, drug addiction; and the long term care 
of the geriatric patient. 


CAMP 


surgical supports 
complete stock for men & women 
e graduate fitters 
e hospital fittings 
e special supports 
made to order 


e 
/E. COMPANY 


1121 GRAND... PHONE BA 1-0206 
Kansas City 6, Mo. 


in a well balanced diet. As a 
pure, wholesome drink, it 


work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 


oca-Cola, too, has its place 


provides a bit of quick energy.. 
brings you back refreshed after 
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REGULAR 
TRUCK 
ROUTES 
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PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 
that cuts the cost 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 
8917 W. 94th Street, Overland Park, Kansas Tel. LOgan 1-1498 
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Summer 
Scratch? 


try 


lotion 
Relleves Itching fron 
ivy POISON OAK 
POISON SUMAC 
NOM-POISONOUS INSECT SITES 
Comainn: Zirconium oxide. ... 
Theeripyramine HCL 2% 


for relief of 
itching from 
POISON SUMAC fi J 
POISON IVY 
INSECT BITES 


Lotion applied 
before exposure prevents 
Rhus dermatitis. Applied 

therapeutically, ZiRTUM 
promptly relieves itching, 
reduces edema and speeds 
recovery. ZIRIUM contains 

4% zirconium oxide, a 


and 2% thenylpyramine 
HCI, an effective topical 
antihistamine. Z1R1uM has 


also been proved of value in 
the treatment of certain 
other topical irritations 
including insect bites, and 
its trial in these conditions 
is suggested. 
Supplied in 2-ounce 
| polyethylene bottles, 
Catalog No. 1960. 
KM-661 


THE (uimer PHARMACAL COMPANY 
1400 Harmon Place 


Minneapolis 3, Minnesota 


Index to Advertisers 
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ADVERTISING 


All advertising contracts, and all copy from 
advertisers under contract are subject to ap- 
proval of the editorial board. Copy should be 
received by the 15th of the month immediately 
preceding the month of publication. 
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AN AMES CLINIQUICK? 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW MAY A PATIENT 
BE REASSURED 

THAT REMOVAL 

OF HIS GALLBLADDER 
WILL NOT SERIOUSLY 
IMPAIR HIS DIGESTIVE 
ABILITY? 


He may be told that, among animals 
of similar dietary habits and digestive 
processes, some have a gallbladder 
and some do not. Among the 
herbivores, the cow and sheep have 
one, the deer and horse do not; 
among the omnivores, the mouse 
has one but the rat does not. 


Source: Farris, J. M., and Smith, G. K.: 
M. Clin. North America 43:1133 (July) 1959. 


(dehydrocholic acid | 


rela 
hinctes of Oddi following 


_ectomy | reduces the amounts availa 


or lipid absorption after meals, 


resulting clinical symptoms appar 
relieved by bile cid administratic 


urce: Popper, H., and Schaffner, 
iver: ‘Structure. and Function, 
ork, McGraw-Hill p. 30 


DECHOLIN® WITH. BELLADONNA 


hydrocholic acid with belladonna, A 


vailable: DecHouin /Bellado 
HOLIN (dehydrocholic acid, 


(250, me) ) and extract of belladonna 
of 100 and 500. 


COMPANY, INC 
Elkhart « Indiana 
ronto * Canada 


\\) when the patient 
‘increased bile flow... 
Up 
SS | ® 
li] E 4) 
} \\ 
4 I) W 
i 5 
acid, AMEs). 334 ‘er. (250°mg,). B ottles of 100, 
1.000. 
‘and for hydrocholeresis plus 
bi 
AMEs) 334 gr 
Yo er. (10 mg.) 


nearly identical to mother’s milk’ in nutritional breadth and balance 


A new infant formula 


Enfamil 


Infant formula 


Five years of research and 41,000 patient days 
of clinical trials demonstrate the excellent per- 
formance of Enfamil. This new infant formula 
satisfies babies and they thrive on it. Digestive 
upsets are few and stool patterns are normal. 
Enfamil produces good weight gains. In a 
well-controlled institutional study? covering 
the crucial first 8 weeks of life, Enfamil pro- 
duced average weight gains of 11.3 ounces 


every 2 weeks during the course of the study. 
Enfamil is nearly identical to mother’s milk! 
¢ in caloric distribution of protein, fat and car- 
bohydrate® in vitamin content (vitamin D added 
in accordance with NRC recommendations) 
e in osmolar load ¢ in ratio of unsaturated to 
saturated fatty acids © in absence of measura- 
ble curd tension for enhanced digestibility, 


Nasi. 


h Council, Revised 1953, 


1, The Composition of Milks, Publication 254, Nati 


1 Academy of Sci and 


2. Brown, G.W.; Tuholski, J.M.; Sauer, L.W.; Minsk, L.D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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